DOCUHENT RBSUKE 

ED 321 874 PS 018 938 



TITLE 



INSTITUTION 

PUB DATE 
NOTE 

AVAILABLE FROM 



PUB TYPE 



Child Health: Lessons from Developed Nations. Hearing 
before the Select Committee on Children, Youth, and 
Families. House of Representatives, One Hundred First 
Congress, Second Session. 

Congress of t-hc U.S., Washington, DC. House Select 
Committee on Children, Youth, and Families. 
20 Mar 90 
107p. 

Superintendent of Documents, Congressional Sales 
Office, U.S. Government Printing Office, Washington, 
DC 20402. 

Reports - Descriptive (141) — 
Legal/Legislative/Regulatory Materials (090) 



EDRS PRICE MF01/PC05 Plus Postage. 

DESCRIPTORS *Child Health; Comparative Analysis; *Developed 
Nations; Etiology; Health Insurance; *Health 
Programs; "Health Services; Home Visits; Models; 
Physical Examinations; *Prevention; Program 
Descriptions 

IDENTIFIERS Canada; Congress 101st; England; France; Netherlands; 
Norway; *Program Characteristics 



ABSTRACT 

The first of a series of hearings on child health 
issues was held in an effort to obtain a better understanding of the 
causes of the United states' low rank among industrial nations on 
indices of child health and prosperity and of models other nations 
use to improve children's health care, access to delivery systems, 
and cost containment. Contents of the report provide: (1) an 
introductory discussion and fact sheet on child health in developed 
nations; (2) a minority fact sheet on the same tcpic; (3) a general 
discussion of what can be learned from other industrial nations; (4) 
a description of a home visiting program in England that provides 
families with support and guidance regardless of family income; (5) a 
discussion of Canada's universal health insurance system; (6) a 
description of the work of maternal and child health teams that 
perform routine physical examinations for all children who attend the 
universally availeible preschool in France; (7) an overview of 
operational aspects of preventive pediatric services provided in 
health stations in every Norwegian community; (8) a description of 
the preventive health care system in the Netherlands; and (9) a 
report of research findings on the preventive health services for 
children in 10 Western European nations. A panel discussion and a 
statement on the main cause of and remedies for the United States' 
child health problem conclude the report. (RH) 



******************* ********ieie*ieieieieieieieieitie It* ieicicititititicitititititieieieieieitieieititicititic 

* Reproductions supplied by EDRS are the best that can be made 

* from the original document. 



CHILD HEALTH: LESSONS FROM 
DEVELOPED NAT IONS 

U.S. DEPAfTTMENT OF EDUCATION 

' Othce of EducsiKxial R#$«arcft and Improvament 

.'^9 EDUCATIONAL RESOURCES INFORMATION 

• CENTER (ERIO 

'^f^/\ ^fC^*^*^ document hM Oeen reproduced as 

- ' received from the person or organization 

' oriQtnating it 

l^ii^ □ Minor changes have been made to improve 

reproduction Quality 



• Points of view or opinions stated m this docu- 
ment do not necessanfy represent otfioai 
OERl position or pobcy 



HEARING 

: BEFORE THE 

§ SELECT COMMITTEE ON 

CHILDREN, YOUTH, AND FAMILIES 
HOUSE OF REPEESENTATIVES 

ONE HUNDRED FIRST CONGRESS 

SECOND SESSION 



HEARING HELD IN WASHINGTON, DC, MARCH 20, ICW 



00 
CO 

00 




Printed for the use of the 
Select Committee on Children, Youth, and Fannlies 




BEST COPY AVAILABLE 



GOVERNMENT PRINTING OFHCE 
30-926 WASHINGTON : 1990 

For sale by the Superintendent of Documenta. CongrMtional Sales Office 
Government Printing Onioe, Waahington, DC 20402 






SELECT COMMITTEE ON CHILDREN. YOUTH, AND FAMILIES 

GEORGE MILLER, California. ChaimuLi 

TBIOMAS J. BLILEY, Jr.. Virginia 
FRANK R. WOLF, Virginia 
BARBARA F. VUCANOVICH. Nevada 
RON PACKARD, California 
J. DENNIS HASTERT, niinois 
CLYDE C. HOLLOWAY, Louisiana 
CURT WELDON. Pennsylvania 
LAMAR S. SMITH, Texas 
PETER SMITH, Vermont 
JAMES T. WALSH, New York 
RONALD K. MACHTLEY, Rhode Island 
TOMMY F. ROBINSON. Arkansas 



LANE EVANS. Illinois 
RICHARD J. DURBIN, Illinois 
D \VID E. SKAGGS, Colorado 
BILL SARPAUUS. Texas 



WILLIAM LEHMAN, Florida 
PATRICIA SCHROEDER, Colorado 
UNDY (MRS. H/JX) BOGGS, Louisiana 
MATTHEW F. McHUGH, Nev,- York 
TED WEISS. New York 
BERYL ANTHONY, Jr., Arkansas 
BARBARA BOXER, California 
SANDER M. LEVIN, Michigan 
BRUCE A. MORRISON. Connecticut 
J. ROY ROWLAND. Georgia 
GERRY SIKORSKI, Minnesota 
ALAN WHEAT, Missouri 
MATTHEW G. MARTINEZ. California 



CoMMnTEE Staff 

Karabelle Pizzicati, Staff Director 
Jiu. Kacan, Deputy Staff Director 
Dennis G. SMrm, Minority Staff Director 
Carol M. SrATint), Minority Deputy Staff Director 

(II) 



eAJiAVA fSOO 12-38 




3 




CONTENTS 



Hearing held in Washington, DC, March 20, 1990 1 

Statement of: 

Goodwin, Shirley, B^, RGN., RHV, general secretary. Health Visitor's 
Association, London, Enrfand 28 

Harvey, Birt, MJ>., FA.A.P., president, American Academy of Pediatrics, 
Palo Alto, CA.. 22 

Lie, Sverre, M.D., Ph.D., professor, deparfanent of pediatrics. University 
Hospital, (Rikshospitalet) Oslo, Norway 44 

Manciaux, Michel, R,G., professor of public health and social pediatrics. 
University of Nanc^, NanQr, France « 39 

Miller, C. Arden, M.D., professor of maternal and child health, school of 
public health. University of North Carolina, Chapel Hill 60 

Pless. L Barry, M.D., FRCP(C) professor, department of pediatrics and 
epidemioloar, McGill University, Montreal, Canada ^ 37 

Veri)nigge, Hans, M.D., DP.H., medical officer of maternal and child 
health care. Department of the Chief Medical Officer of Health, Rijs- 

wiik, Netherlands ^ ^ „ 55 

Prepared statements, letters, supplemental materials, et cetera: 

Bliley, Hon. Thomas J., Jr., a Representative in Congress from the State 
on Virginia, and ranking Republican Member 
"Child Health: Lessons From Developed Nations" (Minority fact 

sheet) 11 

Opening statement of. „ 9 

Chiles, Senator Lawton, (ret), chairman. National Commission to Prevent 
Infant Mortality, Washington, DC, opening statement of 21 

Goodwin, Shirley A., B5c., RGN., RHV, general secretary, Health^Visi- 
tor's Association, London, England, prepared statement of 31 

Harvey, Birt, M.D.,T.A.AP., president, American Academy of Pediatrics, 
Palo Alto, CA, prepared statement of 25 

Lie, Sverre O., WLD., Ph.D., professor, department of pediatrics. Universi- 
ty Hospital (Rikshospitalet), N-0027 Oslo 1, Norway, prepared state- 
ment of „ „ 46 

Manciaux, Michel, nrofessor of public health and social pediatrics. Uni- 
versity of Nan<y, Nancy, France, prepared statement of. 41 

Miller, C. Arden, M.D., professor of maternal and child health, school of 

Sublic health. University of North Carolma at Chapel Hill, Chapel Hill 
rC, prepared statement of 64 

Miller, Hon. George, a Representative in Congress from the State of 
California, and chairman. Select (Committee on CHiildren, Youth, and 
Families: 

"Child Health: Lessons From Developed Nations" (a fact sheet) 4 

Opening statement of. 2 

Veri)rugge, Hans, MJ)., D.P.H., medical officer of maternal and child 
health care. Department of the Chief Medical Officer of Health, Rijs- 

wyk, Netherlands, prepared statement of 57 

Wagner, Marsden, regional officer, maternal and child health. World 
Health Organization, (Copenhagen, Denmark, prepared staterrent of. 99 



(HI) 




CHILD HEALTH: LESSONS FROM DEVELOPED 

NATIONS 



TUESDAY, MARCH 20, 1990 

House of Representatives, 
Select Committee on Children, 

Youth, and Fabours, 

Washington, DC. 

The committee met, pursuant to notice, at 9:30 a«m., in room 
2322^ Raybum House Office Building, Hon. George Miller (chair- 
man) presiding. 

Members present: Representatives Miller, Boggs, Martinez, 
Evans, Bliley, HoUoway, and Senator Chiles [retired]. 

Staff present: Karabelle Fizzigati, staff director; Jill B. Kagan, 
deputy staff directoi^ Madlyn Morreale, research assistant; Dennis 
G. Smith, Minority staff director, Carol Statute, minority deputy 
staff director; and Joan Godley, committee clerk. 

Chairman Miller. The select coironittee will come to order. The 
purpose of today's hearing is to listen to witnesses on the issue of 
Child Health: Lessons from Developed Nations. 

The United States for decades has been a dominant economic 
power and must now contend with its international competitors in 
more ways than one. Just yesterday, the Select Committee on Chil- 
dren, Youth, and Families released a report on international com- 
parisons of child well-being prepared by the U.S. Bureau of the 
Census, that shows the U.S. trailing other industrial nations in the 
health and prosperity of its children. 

The purpose of today's hearing is to get a better imderstanding 
of why that might be and what models are being used in other na- 
tions to improve the health care of tbeir children, the access to 
health care delivery systems and, hopefully, the cost containment 
of some of those systems. 

The report that the select committee released yesterday 'nised 
many, many questions about comparable rates and the mf 1 of 
comparison between various nations and the United States, out it 
didir t answer all of those questions. 

Today is the first in a series of hearings that >'^he committee 
plans to hold that will hopefully help us answer some of those 
questions as we look at major health care initiadves in this Con- 
gress by our colleagues on the Committee on Energy and Com- 
merce and the Committee on Ways and Means. These committees 
are looking for improved ways of incorporating children into 
the health care system of this country, especially Tow-income chil- 
dren that by all means of measurement seem to be disproportion- 

<i) 
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ately left out of the health care delivery system in the United 
States. 

[Opening statement of Hon. George Miller follows:] 

Opening SrATKriENx of Hon. Geokgb Moler, a Rbpresentative in Congress From 
THE State w Caupornia, and Chairman, Select CoMMirrEE on Children, 
Youth, and Families mi^««M, 

The United State^ for decades a dominant economic power, must now contend 
with its mtemational competitors in more ways than one. Just yesterday, the Select 
Committee on Children Youth, and Fanulies. released a report on international 
comparwons of child well-being prepared by the VJS. Bureau of the Census, that 
chSdren other industrial nations in the health and prosperity of its 

Demonstrating higher U.S. rates of infant mortality, teenage pregnancy, youth 
homicide and child poverty than in most other industrialized nations, the study 
rais^ serious questions about U^. policy priorities, the future of our children and 
youth, and our prospects for competing in world markets. 

Experts have repeatedly warned that the United States is losing more than 20% 
of Its children to poverty, ill health, mahiutrition, disabUity and school faHure 
When children start out with social and educational deficits, the capabUities of our 
future l^r force are seveiely thwarted. America cannot be productive, cannot com- 
^liS! ^ succeed, if we abandon our human resources to certain failure 

The time has come to thoughtfully consider the practices of other comparable 
countries, which in many important areas, are achieving better health and econom- 
ic outcomes for their children and families, despite their smaller gross national 
product. 

That is why I am especially pleased that the Committee has the opportunity today 
to e Mlore the successful maternal and chad health policies that frequently result in 
^Je"^^ children m four European countries and our closest neighbor, Canada. 

When It com^ to healtii care, the U.S. stands alone. We spend a higher percent- 
age of our GNP on health care than any other industrialized country: yet, on the 
mo^ important indicators of child health, we lag way behind. 

(^e of the more ^regious disparities between the U.S. and other nations is infant 
mortahty, winch has always been a benchmark of a society's commitment to chil- 

o^oaVJS.^.-^; ^^^^ mortality rate ranks behind 21 other industrialized nations, 
and t500,000 infants die or are bom too small each year. 

But as critical as it is, infant mortality is not the only indicator of child health 

Some 11 million children in the VS. have no health insurance and at least seven 
mUIion children don t even receive routine medical care. 

Forty percent of U5. preschool children are not immunized. In some inner-city 
areas and isolated rural communities the percentage is as high as 55%. We're even 
b^mning to see resurgences of childhood diseases, such as measles and whooping 
cough, that we had long since thought were eradicated. 

. Childhwxi poverty, the greatest predictor of poor child health outcomes, is worse 
m the U.S. than m most other industrialized countries, and financial barriers are by 
far the most common and significant reasons that women and children don't receive 
the health care they need. 

By ajntrast, in Europe or Canada, no pregnant woman has to ask how, or where, 
die will receive prenatal care, or who will pay for it. No child is denied preventive 
health care, including immunizations, because of an inability to pay. 

And, compared with our allies in Europe, we fall far short of offering families in 
need support services such as respite care or home visiting. 

Not every <»untry is completely comparable to the U.S., and their disparate poli- 
cies may not be appropriate here. But, through greater comparative study, we can 
ti'^wlate some of their successes to our own cultural, economic and political setting 

Today we will hear about the implications for children of Canada's universal 
health insurance system; about a home-visiting program in England that provides 
families with ongoing support and guidance regardless of family income; and ma- 
ternp.1 and child health teams that perform routine physical exams for all children 
who attend univefsally available preschool in France. New information derived 
from a study m progress dealing with preventive health services for children in ten 
Western European nations will also be presented. 
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I want to welcome our international guests and thank them for coming such a 
long way to share their expertise and their successes. And I want to thank the 
American Academy of Pediatrics for their vision and commitment on behalf of chil* 
dren and for bringing these experts together to make this hearing possible. 

I look forward to your testimony. 



CHILD HEALTH: LESSONS FROM DEVELOPED NATIONS 
A FACT SHEET 



MHJJONS OF VJS. CmLD REN JACK HEALTH INSURAVCT A Vn 
ARE LESS HEALTHY 

• Unlike 21 other developed naUons, the United States does not 
have a naUonal health program which provides medical care to 
virtually all of its populaUon, (U.S. Department of Health and 
Human Services, 19S7) 

• In 1987, 37 million non-elderly Americans had no health 
insurance. Of these, more than 12 million were children, a 14% 
increase since 1981. (Swartz, 198^, American Academy of 
Pediatrics, 1989) 

• Babies whose parents have no health insurance are 30% more 
likety than those from insured families to die or be seriously ill 
at birth, according to a study of more than 100,000 births in the 
San Francisco Bay area* (Braveman, 1989) 

• Uninsured low-income children receive 40-50% less physician and 
hospital care than iow-income insured children. (Rosenbaum. 
1987) 



VS. HEALT H SYSTEM MORE COSTLY THAN IN COMP ARART F 
NATIONS 

• In 1984, the U.S. ranked highest in total health expenditures as 
a percent of gross domestic product (GDP) among 23 
Organization for Economic Co-operaUon and Development 
countries, including Western Europe, Australia, Canada, and 
Japan. The Um'ted States allocated 10.7% of its GDP to health 
txpenses compared with 8.4% in Canada and 5.9% in the United 
Kingdom. [OrganizaUon for Economic Co-opeiation and 
Development (OECD), 1987] 

• Public expenditures as a percent of total health spending were 
lower in the US. than in any of the same 23 OECD countries. 
In the U.S„ 41% of total health expenditures were paid by the 
government, compared with 74% in Canada and 72% in Jaoan 
(OECD, 1987) ' * 



ECONOMIC WELL-BEING OF CHILDREN MORE PRECARIOUS IN 
LOW-INCOME CHILDREN HAVE POOR HEALTH OUTCOMES 

• In 1979, 17% of all children in the United States were living in 
poverty, a child poverty rate that was nearly 80% higner than in 
Canada (9.6%), and more than twice the rate in West Germany 
(a2%) and Sweden (5,1%). [Select Committee on Children, 
Youth, and Families, U.S. Bureau of the Census data (Census), 
1990] 

• In 1979-1981, at least 99% of poor families witli children 
received government assistance in S^'eden» West Germany, 
Ausicralia, Canada, and the United Kingdom, compared with only 
73% of poor families in the United States. (Census, 1990) 

• Low-income children in the U.S. are about twice as likely as 
higher income children to be bom at low birthweight, two to 
three times more likely to experience postneonatal mortality, and 
three times more likely to have delayed immunizations and lead 
poisoning. (Starfield and Newacheck, 1986) 

• Children in poverty are almost 50% more likely to have a 
disability than children from higher income families. (Fox, 1987) 



INFANT HEALTH MORE FAVORABLE IN EUROPE AND CANADA 
THANIN U.S> 

• Each year, nearly 40,000 infants die in the United States before 
their 1st birthday. In 1987, the infant mortality rate was lO.i 
deaths per 1,000 live births. The U.S. ranks behind 21 other 
industrialized nations in its infant mortality rate. (National 
Center for Health Statistics, 1989; U.S. Public Health Service, 
1989) 

• In 1982, 6.8% of infants were bom at low birthweight (LBW) in 
the United States, 60% higher than in Norway and Sweden 
(4.1% and 4.2%) and also higher than in France, West Germany, 
Canada, Italy, and the United Kingdom. A low birthweight 
in&nt is 40 times more likely to die in the first month of life 
than normal weight infants. In 1987, the U.S. LBW rate rose to 
6.9%, the highest level observed since 1979. (Census, 1990, 
Institute of Medicine, 1985; National Center for Health Statistics, 
1989) 



In 1986, the U.S. ranked 16th among 20 industrialized nations 
in deaths to infiants under age one who survived the 1st raonih 
of life. The U.S. postneonaial mortality rate (3.6 deaths per 
1,000 live births) was 28% higher than in Canada (18) and 20% 
higher than in the Netherlands (3.0). The rate for U.S. blacks 
(63) was twice the U.S. white rate (3.1) and 50% higher than in 
England and Wales (43). (Kleinman and Kiely, 1990) 

Sudden infant death syndrome (SIDS) was the leading cause of 
postneonatal mortality in each of five European countries, the 
US. and Canada in 1986. Although the U.S. SIDS rate (131 
deaths per 100,000 live births) was lower than in England and 
Wales (195), Norway (190), and France, (158), the U.S. black 
rate (215) was higher than in each of these countries and 87% 
higher than the U.S. white rate (115). (Kleinman and Kiely, 
1990) ^ 

US. black infants are at least three times more likely to die from 
respiratoiy disease in the postneonatal period than babies in 
Canada, France, and Norway, and arc more than twice as likely 
to die as a result of perinatal conditions than infants in Canada, 
France, and the Netherlands. (Kleinman and Kiely, 1990) 



YOUNG U. S. CHILDREN LACK PROTECTION AGAINST 
CHILDHOOD DISEASES 

• Immunization rates for preschool children against diphtheria, 
tetanus, and pertussis (DTP) average 41% higher in many 
Western European countries than in the United States, and mean 
polio immunization rates are 67% above U.S. fieures fWilliams 
1990) ^ 

• In 1985, 61% of U.S. preschool children were immunized against 
measles. Though this rate was higher than those of West 
Germany and France (an estimated 50% and 55%), it was 30- 
50% lower than in Denmark, Norway, and the Netherlands 
(Williams, 1990) 



VIOLENCE/A CCIDENTS HIGH AMONG U.S. CHn.DRRlSJ AND 
YOUTH 

• Among U.S. children ages 1 to 4, motor vehicle accident 
mortality rates for males (8.0 per 100,000) range from 36% 
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greater to more than three times those reported by France, 
Canada, England and Wales, Norw^, and the Netherlands, (5.9, 
43, 3^ and 14 respectively in 1984 to 1986). (Williams 
and Ketch, 1990) 

• In 1986, more than three-fourths of all deaths to youth in the 
United Sutes, Canada, and Sweden were due to accidents, 
suicide, homicide, or other violence, with the highest proportion 
in the United Sutes, 78%. (Census, 1990) 

• Male youth in the United Sutes are more than 5 to 11 times 
more likely to be victims of homidde than in most other 
industrial countries. (Census, 1990) 



U^. TEEN FERTILITY AMONG HIGHEST IN INDUSTRIAUZED 
WORLD 

• Among 13 industrialized countries, teenage fertility is highest in 
Hungary and the United Sutes (52 and 51 births per 1,000 
women ages 15-19, respectively), foUowed by the Soviet Union 
(44), the United Kingdom (29), Israel (25), and Canada (24), and 
lowest in Japan (4). (Census, 1990) 

• In 1982, 10% of teenage women (ages 15-19) in the U.S. became 
pregnant Among other developed countries, teenage pregnancy 
rates ranged from 1% in Japan to 8% in Hungary. (Census, 
1990) 

3/20/90 
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Chdrman Miller With that I'd like to recognize the ranking 
minority member, Mr. BlUey. ranmng 

fnJfm Chairman. Peter Drucker, one of the 

°° management theory today, has written 
that the most common source of mistakes in management dpci- 
e^JP^^f ^ on finding the right answer raler than S 
nght question.'^ I hope that we will keep Mr. Drucker's wisdom in 
mmd throughout this hearing. If we do, today's hearinglnd thS 
committee's report on an international comirison of cimieSI 
well-being, which was just released,-wiU be useftil. '^"""^n s 

If we cross that Ime and convince ourselves that there are easv 

SI^rfSStheT^n" ^^""^ ^""^ *° ^ P^"^'^^' - 

The report does add further evidence that we cannot separate 
what IS happenmg to chUdren from what is happening within their 
families. The report clearly demonstrates S povertHmoS 
single-parent families is an international experience ^ 
ttSL^qI^? T^* statistic in the report shows that the 

i&1?nffS^f^ *J?^ Pfoportion.of single-parent families 

The Umted States has more children living in poverty because it 
has more children hwig m single-parent famiUes. WWle 22.9 per- 
cent of family households in the tjnited States are head^ bV a 

ffiL?f^°*' *^ 6 P®"***"* of households in Japan are 
headed by a single parent. ^ 

^.ETu— *° re-evaluate our national poUcies regarding chil- 
f!^ «n-^ ""^^^^ start. Here are the first questions tc be 

^ ?;9^? ^ f«™^es with children missing a 

?o^S'th°ii'siSST°* *° ^pp^'^- ^ 

This factor has widespread implications for ma;xy other health 
and^velfare indicators, m-duding infant mortality rates, teenage 
^rSm^n?"*^' a^'^/.o°S'. outK)f-wedlock birtlis and educatior^ 
achievement. Family life is a critical predictor of child health 
^^£«fil^^ United States have found that unmS 

mothers are more than three times as likely as married mothers to 
obtam late or no prenatal care. Children living with only one 
parent are twice as likely to be without health insurance as chU- 
dren m two-parent families. 

<?fSN« ni^L^^^- ^^^r^'if^. determine health outcomes. 
Studies of refuge^ in tiie United States show that even the poorest 
of thepoor have healthy babies if the family support systemis m- 
tact. Thus, we find that good child policies begin with the famUy. If 
you re gomg to compare our infant mortality rate to Japan's, start 
by lookmg at the teenage pregnancy rate. Tlie teen pregnancy rate 

^ ?ifPn -li^eP? ^'^° compared to 98 ner ' ()00 women 

in the United States. 

The real trouble we face is in the way we think about the prob- 
lem. It 18 difficult to believe that the solution for improving child 
health demands more monw when the United States spends a 
greater percentage of Gross Domestic Product on health care than 
any other country we have studied. Federal, state and local govern- 
ments will spend an estimated $70 bUlion this year on need^tested 
medical care. Perhaps, therefore, we are not asking the right ques- 
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We should use this report and hearing to question the perform- 
anc ' of the health care delivery system. The components which are 
necessary to lower the preventable infant moitality rate are simple 
things. Why are pregnant women not receiving the services they 
need? Part of the answer lies in the fragmented, complex delivery 
system we have constructed. More than ever we intend to chal- 
lenge the wasteful bureaucracy which consumes much of the re- 
source meant to serve people. 

We indeed live in a global village, but we cannot assume that the 
lives and health of children can be interpreted without regard to 
the basic linit of the village— rthe family. It would be a serious mis- 
take to attempt to formulate public policy by isolating the child 
from his or her family. 

Thank you, Mr. Chairman. 

[Prepared statement of Hon. Thomas J. Bliley, Jr. follows:] 

Opbning Statement of Hon. Thomas J. Buley, Jr., a Representative in 
Congress From the State op Virginia, and Ranking Rbpubucan Member 

CHILD health: lessons from developed nations 

Peter Drucker, one of the foremost authorities on management theory today, has 
written that "the most common source of mistakes in management decisions is ihe 
emphasis on finding the right answer rather than the right question." I hope that 
we will keep Mr. Drucker s wisdom in mind throi^out this hearing. If we do, 
today's hearing and the Committee's Report on international comparisons of chil- 
dren's "well-being", which was just released, will be useful. But if we cross that line 
and convince ourselves that there are ea^ £inswers in these two efforts just waiting 
to be plucked, we will have failed the lesson. 

The Report does cdd further evidence that we cannot separate what is happening 
to children from what is happening within their families. The Report clearly demon- 
strates that poverty among single-parent families is an international experience. 
The single most instructive statistic in the Report shows that the United States has 
the highest proportion of single-parent families. The United States has more chil- 
dren living in poverty because it has more children living in single-parent families. 
While 22.9 percent of family households in the United States are headed by a single 
parent, less than 6 percent of households in Japan are headed by a single parent 

If we are to truly re-evaluate our national policies rM;arding children, this is 
where we must start Here are the first questions to be asked: Wiy are one in five 
families with children missing a parent? Did government cause this to happen? Can 
government correct this situation? 

This factor has widespread implications for many other health and welfare indica- 
tors, including infent mortality rates, teenage pr^ancy rates, abortions, outrof- 
wedlock births, and educational achievement. Family life is a critical predictor of 
child health status. Studies in the United States have found that unmarried moth- 
ers are more than three times as likely as married mothers to obtain later or no 

renatal care. Children living with only parent are twice as likely to be without 

ealth insurance as children in two-parent families. Financial means alone does not 
determine health outcomes. Studies of refugees in the United States show that even 
the poorest of the poor have healthy babies if the family support system is intact 

Thus, we find that good child policies begin with the family. If you are going to 
compare our infant mortality rate to Japairs, start by looking at the teenage preg- 
nancy rate. The teen pregnancy rate in Japan is 10 per 1,000 women compared to 98 
per 1,000 women in the United States. 

TTie real trouble we face is in the way we think about the problem. It is difficult 
to believe that the solution for improving child health demands more money when 
the United States spends a greater percentage of Gross Domestic Product on health 
care than any other country we have studied. Federal, state, and local governments 
will spend an estimated $70 billion this year on needs-teoted medical care. Perhaps, 
therefore, we are not asking the right questions. 

We should use this Report and hearing to question the performance of the health 
care delivery system. The components which are necessary to lower the preventable 
infant mortality rate are simple things. Why are pregnant women not receiving the 
services they need? Part of the answer lies in the fragmented, complex delivery 
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system we have constructed. More than ever, we intend *o challenge the wasteful 
bureaucracy which consuines much of the resources meant to serve people. 

We indeed live in a global village Tnt we cannot assume that the lives and health 
of children can be interpreted wit : ' ; regard to the basic imit of the village— the 
family. It would be a serious mistak. ^ attempt to formulate public poliQr by isolat- 
ing the child from his or 1 sr family. 
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Infantg 

Ths progress in reducing thm infuit aortaiity rate in the 
United States is a mixed story. AXthou^ the rate infant deaths 
(under l year of age) has been reduced fro« 20.0 percent in 196^ 
to 9.9 percent today, such of the success in recent years is 
£ittrihutable to high technology. As the graph belov shovs, the 
decline in the infant sortali^ rate has slovecV. 




H whites ■■ all races UD blacks 
towGt DHHS/NCKS. ISU 
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thm lncic!enc« of low birthveight (LBW) is an ixportemt 
indica\:cir of infant Morbidity and mortality. Froa 1975 thrcuah 
19fl7« tbm overall incidenc« of lov birthvaight declined by 6.6 
parcmt. Althc-jgh LBW declined for both %mite and black infants, 
the decline was substantially slower for blaclc (2.9%) than for 
yihitm infants (9.3%). 

urn BXSTTOZOBT - U&ited 8t!^tes, 1975-2!£)S7 
(Rates per 1,000 live births; Less than 2,500 grams) 



Year 


Ail Rac«s 






1975 


73.9 


62.6 


130.9 


1980 


68.4 


57.0 


124.9 


1985 


67.5 


56.4 


124.2 


1987 


69.0 


56.8 


127.1 



(Centers for Disease Control: Morbidity end Kortality WeelUy 
Report, Harch 9, 1990/Vol. 39/N0.9, p. 149. Public Health Service, 
US DHHS] 

o "ProM 1981 through 1985, the rate for full-term LEW ir*fants 
declined by 7%, but the rate fcr preterm LBK infants increased by 
2%." (CDC* p. 149} 

o The decline in the overall rate of LBW is due to the reduction 
in the rate of full^term l£ir infants. In cosparing births Isy 
gestational period, ve find greater iiqsrovement among blaclc infants 
than white infants. Although preterm black infants have a higher 
incidence of LBki than white infants, black infants which are are 
carried to term (greater than 37 wee)C8 gestation) have a lower 
incidence of LW. The greatest declines in lev birthweight and 
very low birthweight (less than 1,500 grams) are for full-term 
black infants. [CDC. p. 149.] 

Children Xoes 1-14 

In 1979, the United states Public Health Service adopted a 
health promotion goal to reduce deathc among children ages 1 to 14 
years by at least 20 percent to fewer than 34 per 100,000 by the 
year 1990* As the graph below shows, this goal has been net. 
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Progress toward 1990 
Health Promotion Goals: 1977-86 



50 



40 



Childrtn (M4 y««r«) 

DMths p«r 100,000 population 



30 



33.7 
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10 



77 78 79 80 82 83 84 

Source: National Center for Health Statistics, 
Health, United States, 1988 
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o Between 1970 and 1986, the death rate for children aged 1*4 
declined by 38 percent fros 84*5 per 100,000 to 52 per 100,000. 
The death rate for children aged 5-14 declined by 37 percent over 
this save period, from 41*3 to 26*0 per 100,000* [National Center 
for Health Statistics: Health, United States, 1988* DHHS Pub. Ho* 
(PES) 89*1232* Public Health Service, Mar* 1989. p.. 61*] 

o Nearly all n*S* children are nov iuunized by the tise they 
start school* Accordiiig to the U* S* Department of Health and 
BuiMn Services, ^the U.S* has' exceeded its 1990 national health 
objective of a 95 percent vaccination rate against measles « musps, 
rubella, polio, and DPT for )cindertgarten/lst grade children. As 
of the 1984*85 school year. Head Start programs and licensed day 
care centers reported immunization levels of 93% or higher, and 
kindergarten through 1st grade school entrants had levels above 
96%. [n*S. Depc* of Health and Human Services, PES: The 1990 lealth 
Objectives for the Vatioms X Midoomrse lleviev, 1986] 
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(cases per 100,000 population) 



Disease 1950 


I960 


122P. 






1231 


Diptheria 3.63 


0.51 


0.00 


0.00 


O.OO 


0.00 


Muaps 




55.55 


3.86 


1.30 


5.43 


Pertussis 79.82 
(vhooping cough) 


8.23 


2.08 


0.76 


1.50 


1.16 


Polioayelltis 22.02 


1.40 


0.02 


o.oo 


O.OO 


0.00 


Rubeola 211.01 
(measles) 


245.42 


23.23 


5.96 


1.18 


1.50 


Rubella — — 
(Gersan measles) 




27.75 


1.72 


0.26 


0.13 



[National Center for Health statistics: Esaltb# United states, 19 St. 

DHHS Pub. No. (PHS) 89-1232. Public Health Service, Har. 1989. p. 81.] 

o The dramatic decline in childhood diseases rince 1950 is a factor 
which should not be overlooked nor taXen for granted. Preventive health 
strategies have demor<3trated their value as the eradication of these 
childhood diseases has improved the health of our children. But as the 
recent increases in mumps and vhooping cough show, vigilance is always 
required. 

Children and Youno Adults Aoes 15-24 

o The death rate for children and young adults ages 15-24 declined 
by 20 percent between 1970 and 1986. (National Center for Health 
statistics, p. 61.] 

o Within this age group, there are interesting differences which defy 
simple explanation. since 1970, the death rate has declined most 
rapidly for blacX females, by 43 percent. 



DSATX SATB8 TOR CHXLDRSV MID YOUVO 9S>maB AOBS 15-34 
1950-19SC 

(Deaths per 100,000 resident population) 





ISiSSi 


1960 


1970 




198^ 


All 


128.1 


106.3 


127.7 


115. 


4 


102.3 


Vlhite Males 


152.4 


143.7 


170.8 


167. 


0 


145.9 


Blac)c Kale6 


289.7 


212.0 


320.6 


209. 


1 


190.5 


White Females 


71.5 


54.9 


61.6 


55. 


5 


50.4 


Black Females 


213.1 


107.5 


111.9 


70. 


5 


64.3 



[National Center for Health statistics, p. 61.] 
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o Whil« the death rate for all causes has declined, there are some 
disturbing exceptions in specific causes of death for this population. 
The following graph plots the history of death ratfei for suicide, 
hosicide, and actor vehicle accidents for the population ages 15-24 for 
the years 1950-1986. 



Death Rates for Suicide, Homicide, 
and Motor Vehicle Accidents 

Oeithe per 100.000 population aged 15*24 years 




1950 



1960 



1970 



1980 



1985 



1986 



Suicld» -^Komlcldft and l»Qtl Motor V*hlclft □* Total 
Intarvantlon accldants 
Source: Nitionit Center for Health Statistics. 
Heaith, United States, 1966. 



o Between 1970 and 1980, there was a 33 percent increase in the death 
rate by homocide and legal intervention. Although this indicator 
declined in the early 19808, it has increased again. Thus, the overall 
death rate for tAis category increased by 21 percent between 1970 and 
1986. {National Center for Health Statistics p. 73.] 
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®i . Although th« hoaicid« rat* for black malmm continues to be the 
highest aaong «ubgroup8 (gender, race) the death rate for blacJc males 
has actually declined by 23 percent. White males have experienced the 
greatest increase, 58 percent. [National center for Health statistics 
p. 73] 

o Th« suicide rat« has increased by nearly 50 percent for this age 
group, since 1970. Although the suicide rate for females, black and 
vhlte, has declined, the rate for black ar.les has increased by 9.5 
psrcent and hy nearly 70 percent for white miles ages 15-24. [National 
Center for Health statistics p. 74.] 

o lh« death rate for »''»tor vehicle accidents declined by i? percent 
between 1970 and 1986. Amo.ig the sex and race grour«, the death rate 
Statistici p ' 72 J'^^^* (62.6%). [National Center for Health 

FOBLZC MMJOm cm RI80DRCB8 WOU CSZLDRBir 

spending 

o Federal and state and local governments spent $173 billion on all 
income-tested benefits in 1988. In constant dollars, this is a 235 
percent increase since 1968. Spending on income-tested medical aid 
increased 332 percent in this same period. Medical aid now accounts for 
38 percent of the needs-tested benefit package. The graph below 
illustrates the growth in public spending on medical aid. 



Spending for Income-Tested Medical Benefits 
Billions of constant FY 1988 doll^*'S 



70 




'68 73 76 76 77 78 79 '80 '81 '82 '83 '84 '86 'Sft '87 '88 



Fadtrai •pending Stato/Locai tpanding - * ' TotaJ 
Soufct; Conflf >lonal Raaaarch 8arvlca 
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Slff^Mit Federal health p.-ogrrsy for children. These ».e. 

IStiSit and ca»ild Health Service. Block Grant 

Sritl^eTeiM'SLlth services Block Grant 

SiifeS^ M:S?Si!'li?;;ice. for Children 

Si^J^r^SSlglbuee, and M«.tal Health Block Grant 
SibS$^M-k"?utt o.;on.tration Grant Progra. 
roiliinitv Xauth Activity Prograa 
SSnStwtidn^rant Pro^ra. for Pregnant and 
DeBoiwtr ^gj^j. Infants 

Pediate!cSf5f Health Car. De>onstration Progra. 

raiS IS??i" substance Abuse Services for Youth 

SpiSeKSth Benefits Progr«. 

Military Health Care Services 

SiiiiiSi Health and M«*i<^^^??^"/fcS^S) 
Department of Veterans' Affairs (CHAMPUb) 

XJ5880M8 won TKI BXISTIirO HATEWDO. AMD CHXU) HBALTK 8Y8TBK 

tmii-^d states spends a greater percentage of its Gross Doaestic 

ari"str:ti^ro^an1?«tion"S][ tSS existing publicly-financed »atemal 
and child health care system. 

Mthers are aore than three tiMS as likely as marrlsd 
o '^'^'^J^^^r^te or no prenatal care. Onwrried white Bothers 
Bother, to "fiteiy „ white .others to obtain lata 

'ornrcSfe/^aSS^viSS^^^ 

■..«Mv income is the most inportant determinant of health 
o ''•^'^^^LJ^^ tor lll^ Adolescents in poor or near-poor 

in fanilie. below 150 percent of poverty. Adolescents wno ao no 
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with a parent at all are even more likely to live in or near povertv. 
In contrast, only 16.2 percent of adolescent: in two-parenc faailies 
live below 150 percent of poverty. • COTA, p. 16.] 

o Nearly 90 percent of adolescents age 10-18 who live with tvo 
parents have health insurance coverage. [OTA, p. 62] 

o Most major child health problens can be overccse without 
substantial new costs by using existing Jcnowledge: "We uust recognize 
that most of the world* • aajor health problems and premature deaths are 
preventable through changes in human behaviour and at low cost. We have 
the know-how and technology, but they have to be transformed into 
effective action at the community level.* Dr. Hiroshi Nakajima, WHO 
Director-General [The state of the World's Children, i9»o. UNICEF; 
oxford Univ. Press, P-l^l 

o Complex programs in a fragmented system ax^e barriers instead of 
gateways to access: **A1 though a low-income woman m&y now be * entitled* 
to prenatal care services under Medicaid, she often faces a cumbersome 
eligibility process, long waits for appointments, inhospitable 
conditions at health care sites, or no neans of transportation to 
appointments." [Troubliag^Jreadet The Health of America* e Kext 
GeaeratioB. National Comnission to Prevent Infant Mortality, Feb. 1990, 
pp. 6-7] . 

o Our existing a&temal and child health system is difficult to 
administer: "Even when fully funded, .. .programs are difficult to 
coordinate because they are often independent of one another (with) 
3epa;^*te administering agencies, rulos, and guidelines...* [Prenatal 
Caret Reaching Mothers, Reaching infante. Institute of Medicine, 1988. 
pp. 70.3 

o "WIC services and prenatal care are not routinely coordinated. 
• ••<l}ow rates of participation were attributed to many of the same 
barriers to coordination that exist between Medicaid and publicly 
financed prenatal services.* (Institute of Medicine, p. 70-71.) 

o Gaps in services stem from non-integrated programs: "Another 
important example of poor linkage is the gap between pregnancy testing 
and prenatal care. This gap can be associated with major delays in 
beginning prenatal care." (Institute of Medicine, p. 71.) 
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i Chairman Miller. Thank you. I would ask unanimous consent 

\ that my full opening statement be placed in the record. I would 

also like to just Ray that this hearing is held in conjunction with 
^ the Conference on Cross-National Comparisons of Child Health 

taking place thifi week, sponsored by the American Academy of Pe- 
diatrics; the National Commission on Children and the National 
r " Commission to Prevent Infant Mortality, as well as the select com- 
' mittee. 

Joining us today is Senati>r Lawton Chiles, who is the chairman 
of the Commission to Prevent Infant Mortality. Welcome, Lawton, 
to the Committee. You also have a statement that we will place in 
the record. 

Mr. Chiles. Thank you, Mr. Chairman. I particularly want to 
thank you and Congressman Bliley for all of the work that you've 
done in regard to children and the outstanding work of your com- 
mittee. I thank you for allowing me to participate and for gracious- 
ly allowing me to be up here. 

I thmk you were one of many Members of tl House who fre- 
quently asserted that I tried to nm the affairs of vne House during 
the 18 years that I was in the Senate, and now you're givinc me a 
chance to come up here and sit on this side of the aisle. 

A few weeks ago the National Commission to Prevent Infant 
Mortality released a report, "Troubling Trends: The Health of 
America s Next Generation." That report documented a continuing, 
high infant mortality rate for our Nation, and a stagnatmg low 
birth weight rate and a growing black and white infant mortality 
gap, an increasing number of high-risk mothers and inadequate 
prenatal care. 

Clearly we need to learn from other developed nations some suc- 
cessful strat^es for reversing these trends. In February of 1988, 
our commission held a hearing in the United Nations for a similar 
purpose to today's hearing. The hearing focused on the internation- 
al infant mortality comptxrisons. Today your focus is broader on the 
health of all children, but I notice that a number of your distin- 
guished panel members ^ : ^ also there and helped to educate us at 
the time that we held Oui- hearing. 

We did look at the health care systems and related social serv- 
ices of other nations for one main reason, because we have fallen 
behind other nations in infant health, despite the sophistication 
and excellent health care available and a high percentage of our 
income spent on health. What much of that testimony suggested 
was that medical technology may have reached its limits in reduc- 
ing infant mortality, that high technology medicine has reached a 
plateau in its ability to save smaller and smaller infants, and that 
further progress in improving infant health will result rather from 
improved social support provided to all pr^aiit women and in- 
fants in conjunction with good health care. 

Summarizmg just a few of those, we find that many nations offer 
incentives, financial and otherwise, to encourage their pregnant 
populations to attend prenatal maternal care. Many nations have 
child health handbooks. Japan gives it to pr^ant women immedi- 
ately when they become pregnant and the use of the handbook is a 
conscious effort to empower parents with the knowledge and means 
to improve their health. 
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Home visiting is a feature of almost every country's maternal 
care system. The home visit is an opportunity to educate new 
naothers about nutrition, well-baby care, immunizations and even 
about whether they need to have future and fHquent pregnancy 
repeavs after tiiat Int^[rated services, making a wide array of 
health '•^^d social services available, a onenatop shopping approach 
enhanujs access, universal access to services. We find that other 
nations are making far more progress in reducii;g the financial and 
other barriers to care for pr^nant women and their infants. Ten 
European nations, we found, offer a full range of perinatal support 
^mces fi^ of charge to women of all social and economic levels. 
Provisions for working women, offering provisions to pr^nant 
women to protect the fetus, the newborn and the mother from spe- 
cific harmful effects of work, protect the mother's employment, 
provide mcome maintenance for parents during breaks in employ- 
ment^ 

I certainly look forward to listening to this distinguished panel of 
experts that you have today, Mr. Chairman. 
[Prepared statement of Senator Lawton Chiles [retired] follows:] 

OpENWO STATmKNT OF SlNATOR LaWTON ChIUB (RhtT.). CHAIRMAN, NATIONAL 

Commission To Piucvent Infant Mortaltty, Washington, DC 

Mr. Chairman: I would like to thank the Committee for holding this hearing on 
I^ns we can learn from other nations on Child Health. I particularly thank the 
Chainnan for graciously allowing me to participate. 

A few weeks ago, the National Commission to Prevent Infant Mortality released a 
report called "Troubimg Trends; The Health of America's Next Generation " That 
report documented a contmued high infant mortality rate for our nation, a stagnat- 
ing low birthweight rate, a growing black-white infant mortality gap, an increased 
number of high-nsk mothers, and inadequate prenatal care. Clearly we need to 
learn from other developed nations some successful strategies for reversing these 
trends. 

On February 2, 1988, the National Conunission to Prevent Infant Mortality held a 
heanng at the United Nations with a similar purpose to today's hearing. The hear- 
ing focused on International Infant Mortality Comparisons^ AlthouSi our focus 
today IS broader--on the health of all children-I would like to take a few minutes 
lessons we learned two years ago-lessons that we still have 

not neeQeo. 

We looked at the health care systems and related social services of other nations 
for one mam reason-because the United States has fallen behind other nations in 
mfent health, despite tiie sophistication and excellence of health care available and 
the high percentage of income spent on health. 

What much of tiie testimony suggested was that medical technology may have 
reached its limit m reducmg infant mortality-that is, lugh-technology medicine has 
reached a plateau m its ability to save smaller and smaller infants. Further 
progress in improving infant health will result, instead, from improved social sup- 
ports provided to all pregnant women and infants in conjunction with good health 
care. 

I'd like to summarize a few of the social support services and strategies that other 
nations are employing to reduce infant mortality: 

Incentives for Prenatal Care Attendance: Many nations offer incentives, financial 
or otherwise, to encourage their pregnant population to attend prenatal care. 

Maternal and Child Health Handbooks: Continuity of care is often facilitated by 
having prwpant women carry their health care rocords with them. In several coun- 
tries, notably Japan, such handbooks are given to pregnant women immediately 
when they become premant. The use of a handbook is a conscious effort to empower 
DMWts with the knowledge and the means to improve their health and that of their 
childron. 

Home Visiting: Home visiting is a feature of almost every country'b maternity 
care^tem. The home visit is seen as an opportunity to educate new mothers about 
nutntion, well baby care, immunizations, cjid oth'^r important health measures 
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Integrated Services: Making a wide array of health and social services available to 
women and children at one location is common in many countries. This one^top 
shopping approach enhances access to care by reducing geographic and bureacratic 
bamers. 

Universal Access to Services: Other nations are making far more progress in re* 
ducing the financial barriers to care for pregnant women and their infants. Ten Eu- 
ropean nations, we found, offer a Hill range of perinatal support services free of 
charge to women of all socioeconomic levels. 

Provisions for Working Women: Most other nations offer 1^, administrative, and 
financial support to pregnant women to.(l) protect the fetus, newborn, and mother 
from any specific harmful effects of work, (2) protect the mother's employment, and 
(3) provide income maintenance fbrpafents during breaks in employment 

I look forward to hearing from the experts testifying today to hear their views on 
innovative, aspects of their countries' child health policiee that result in good out- 
comes. I ain particularly interested .in seeing hew their recommendations -for the 
health of children .compare to those for reducing infant mortality. I believe the 
United States has many lessons to learn and I hope that your collective experience 
can help guide us in correcting the faults of our system and providing health and 
support services for all our children. 

Chairman Miller. Thank you. With that, we'll b«in. We can 
have the panel come forward. We'll hear from Dr. Birt Harvey, 
who is the president of the American Academy of Pediatrics, Cali- 
fornia; Shirley Goodwin, who is the General Secretary, Health Visi- 
tors Association from England; Dr. I. Barry Pless, who is a profes- 
sor, Depalrtment of Pediatrics from Montreal, Canada; Michel Man* 
ciaux is a professor of Public Health and Social Pediatrics in 
France; Sverre Lie, who is a professor. Department of Pediatrics 
from Norway; Hans Verbrugge, who is the Medical Officer of Ma* 
temal and Child Health Care from The Netherlands; C. Arden 
Miller, who is a professor of Matenial and Child Health from 
North Carolina. 

If you would come forward to the committee table. First of all we 
will begin by thanking you for your time and >;our M^dUingness to 
testify today and to welcome you to the committee. We look for- 
ward to your testimony. Your written statements and supporting 
documents will be placed in the record in their entirety, and you 
should proceed in the manner in which you're most comfortable. 
This is a pretty relaxed committee, so you don't have to worry 
about all of the formalities. 

Before we begin, I would nho like to acknowledge the presence of 
Marsden Wagner, who is the director of Maternal ana Child 
Health for the World Health Organization, the European Region, 
who is with us but will not be testifying. 

Congressman Martinez has joined us. Do you have a statement 
you want to make? 

Mr. Martinez. No, I don't. 

Chairman Miller. We'll begin. Dr. Harvey, with you. 

STATEMENT OF BIRT HARVEY, M.D., F.A.A.P., PRESIDENT, 
AMERICAN ACADEMY OF PEDIATRICS, PALO ALTO, CA 

Dr. Harvey. Mr. Chairman, Members of the committee. Senator 
Chiles, thank you very much for the opportunity to appear before 
you. 

As you know, we have just hc-d the Cross National Child Health 
Comparison Conference to tnr to learn what in European nations 
and Canada might be applicable to our health care delivery so that 
we might improve the health of the children of this nation. 
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We all know that in infant mortality, we are either nineteenth 
or twenty-second, depending upon whose statistics you wish to use. 
The qu^ion is where do we stand in other indicators of child 
health. Are we behind, or are we ahead in other ways? Is there 
anything we can learn? We did find that in many other ways we 
are^ behind; it s not just in infant mortality. 

Tin going to mention just a few examples, but my colleagues 
from the European nations and Canada will give you more details 
and more ideas. 

In im m unizations, if we compare the status of our children with 
Canada, we are far behind. If we look just 
fi^ XT J^P'^*^^^ tetanus, and whooping cough vaccinations) in 
the Netherlands 97 percent of children are immunized by age 3 In 
Norway, 90 percent are immunized by age 3. If we look at our 
country, 65 percent are immunized by age 4. 

Very often it's said, "Well, this is related to a much greater mi- 
nority population in this country," but if we look at just the white 
population of this country, which gives us a proxy for the middle 
class. It s only 69 percent that are immunized against DPT by age 
fow. The same holds true for measles and for polio; we're far 
behind. 

What weVe seen in this last year because of this problem are 
epidemics of measles in many cities throughout this nation. In your 
state of California, Mr. Miller and Mr. Martinez, there have been 
huge epidemics in Los Angeles and Fresno and elsewhere. It's a 
tragedy. There have been 40 deaths from measles in U.S. children 
during this year. This was a disease we had predicted would be to- 
tally eradicated by the year 2000, even earlier than that. We're not 
going to achieve it. 

We often also say, '^Well, we're a more heterogeneous nation in 
other ways; we've got a much bigger rural area, and that's why we 
have trouble compared to European nations where there may be 
great population density." We specifically invited Dr. Lie from 
Norway to the conference, so that we could see how Norway man- 
ages because It is far more rural than any state in this nation, and 
yet 80 percent of their children are immunized for DPT by the time 
they are three. 

We learned something that the Netherlands does. Shortly after a 
child IS bom, the mother receives a series of computer cards with 
the dates and locations where she should take her infant for his or 
her immunizations. 

If the mother doesn't show with the child, she is called. They 
have that computerized. If she doesn't respond to two calls, they 
send a nurse out to the home to see that the child gets immunized. 

If we look at another area, post-neonatal mortality, which is the 
death rate of children ftt)m age one month to one year, we have 
slipped, 1950, we were third in the world. In 1986, we were six- 
teenth. If we just look at the white population of this country, so 
that the question of minorities may not be raised, we have still 
slipped from third to tenth in that period of time. 

mt-neonatal mortality is really a proxy for access to care for 
children. We know very well that when children don't have access 
to care, there are decreased visite to health facilities, and there are 
higher mortality and morbidity rates in those children. Currently, 
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we know that somewhere between 10 and 13 million children in 
this country have no health insurance whatsoever. This is in con- 
trast to all the other nations represented at the Cross National 
Conference and every developed nation in this world other than 
South Africa. 

Access to care may be a cornerstone, but it's only part of the 
child health policy that we need in this country. Really what we 
need is a children's policy, not a child health policy. One thing we 
learned this week is that you can't really separate medical care out 
as part of health because health is much greater than medical 
care. Health is interrelated with nutrition, with early childhood de- 
velopment, and with appropriate day care. It's interrelated with 
education; it's interrelated with parental leave after delivery or 
when children are sick. 

You in your wisdom in Congre^ recognized this when you passed 
the Education for All Handicapped 94-142 and then with its 
amendments, 99-457. You can't separate health from education. 
Children have to be healthy to be able to receive a decent educa- 
tion. 

In a recent report from the Cam^e Foundation, 70 percent of 
U.S. teachers said that tihey had students whose health status or 
nutrition status interfered with those children being able to get a 
decent education. 

Anyway, if we look toward a children's policy, at least we could 
start with a child health policy. We could develop goals that we 
want to achieve for children. We could develop priorities, and we 
could allocate our resources more appropriately. 

As you point out. Congressman Bliley, we could decrease frag- 
mentation. That certainly is appropriate to look at. But at the 
same time we decrease fragmentation and get a more oiganized ad- 
ministrative and delivery system with fewer cat^orical pn^rams, 
we do need to set standsurds that states must follow. We do need to 
have surveiUance, and we do need to collect appropriate data so 
that we can tell what the status of children is and how we are 
moving toward achieving goals. 

You know, we really can judge our nation not by its military 
might, but by how it treats the poorest, the most vulnerable, the 
weakest of its citizens, and the children of this nation certainly fall 
into that cat^ory. 

Thank you. 

[Prepared statement of Birt Harvey follows:] 
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Prepared Statemknt or Bntr Harvzt» MD^ FJULP., PfcBSiDBNT, Abhrican 
AcAoncT OF PSDUTUCS* Palo Alto, CA 

Mr. Chairaian, members of the CoMtittee, I am Birt Harvey, 
president of the Aaerican Acadeay of Pediatrics. I ax also 
clinical professor of pediatrics at Stanford Univercity and 
clinical professor of pediatrics at University of California, 
San Francisco. Cunrently I serve as a senior fellow at the 
Institute of Health Policy Studies at the University of 
California in San Francisco. 

Today you have the opportunity to hear from child health 
experts representing five other developed nations. Along 
with approximately 150 leaders in child health, business, 
public policy, education, and philanthropy, they have just 
participated in a conference examining health status of 
children in the United States and other developed nations. 

For years we have kno%m that our infant mortality rate places 
us far behind most other developed nations. One of the 
objectives of the conference was to learn whether this is an 
aberration or part of a more generalized trend. Therefore, 
other indicators of child health status were comparedt 

♦immunization rates, because they tell us about 
preventive care; 

♦death rates during the postneonatal period (age one 
month to one year), because they tell us about access 
to care for illness; and 

♦rates of unintentional injury, because they tell us 
about public health policy related to such matters as 
drowning, bums, firearms and motor vehicles. 

Because our large minority population is often cited as a 
reason for our comparatively poor child health status, we 
broke down the United States data so that white children, as 
wll as the entire child population, could be compared. 
Khere possible we used factors other than race to further 
break down data. 

Another often cited reason for disparity in health status 
measurements is the relative population density of the 
European countries compared to the United States. For this 
reason Norway was among the invited nations; its population 
is more rural and more difficult to reach than that of any of 
our states. 

The purpose of the conference, Mr. Chairman, was not just to 
compare health status but to learn from the comparisons. Do 
other nations have child health policies? How do thev 
deliver preventive care and acute illness care? ^low do they 
manage children who are at high risk — those who are deaf, 
paraplegic, or developnentally delayed and those at 
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psychosocial or environaental risk? How do they Banage the 
problems of the teenage years? What public health policies 
directly effect the health status of their children? How do 
they ad«ini8ter and finance child health services? 

We have learned of somfs interesting programs and policies 
irfiich adght be applicable in the United States. Tou will 
hear about then today directly from the experts of these 
nations, but I would like to point out a few areas in which 
the health status of our children is inferior and possible 
reasons for the difference. 

First, although we have high innunization rat<>s for children 
entering school, rates aaong children under age four for 
diptheria, tetanus, and whooping cough average 41 percent 
higher, and for polio, 67 percent higher in our guest 
countries than in the United States. For exaaiple, the DTP 
rate is 97 percent in the Netherlands and 80 percent in 
Norway, whereas in the United States the overall rate is 65 
percent and the rate for white children is 69 percent. 
Sinilar data can be presented for polio and aieasles* Is It 
any mnder that in this past year we have witnessed measles 
epidemics resulting in the deaths of 40 children? 

What can %re learn from other developed nations? England and 
Wales are developing computerized tracking of immunization 
with quarterly reports from 210 districts, each of which has 
an immunization coordinator. The Netherlands links a 
surveillance- system to birth records. Shortly after birth 
parents are given computer cards with dates and locations for 
receiving necessary immunizations. If they fail to show they 
are called. If they still fail to show after two calls, a 
nurse goes to the home. 

A second e:uuDpIe is postneonatal mortality rates- In 1950 we 
ranked third in children older than one month and younger 
than one year. By 1986 we had fallen to X6th if one looks 
only at the white population, we ranked I 0th. Using proxies 
for socioeconomic status of a comparison of normal birth 
weight babies from higher and lower groups shows r that if 
children in the lower socioeconomic groups were to do as well 
as those in the highest group, a 50 percent reduction in 
preventable postneonatal deaths would occur, which brings us 
to the issue of access to care. 

We know that children who do not have access to care use 
fewer health services and have poorer outcomes. Over the 
years other developed nations have instituted policies that 
assure access for all children. That may be the lesson for 
us. We roust as a nation guarantee access to comprehensive 
health care for all of our children. 
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Rather than citxng isore programs I think it is better r-iat 
address how progr£uns might be integrated into our child 
health system, or should X aay our nonsystem. Our nation has 
no comprehensive policy regarding child health. We respond 
to crisis or to pressure from organizations interested in a 
specific disease, age, geographic, or economic group of 
children. The resultant multiple, categorical, non 
integrated programs only serve to fragment an inefficient 
system. 

He have no national child health goals and no priorities. We 
have no high level administrator who can coordinate programs 
within the Department of Health and Human Services (DHHS) . 
There is a lack cf coordination not only within J7HHS but 
among the various other departments that administer child 
health programs; There is no one in the White House or at 
DHHS who locks to see how various new programs may impact on 
children or vho advocates for the needs of children. 

What can we leeum from these other nations? In addition to 
studying their specific programs, ve can gather ideas that 
may help to improve and to integrate our administrative, 
delivery, and financing systems. We can learn about 
improving surveillance and data collection and 2Ut>out reii^oving 
barriers to access to care for all children. As we adopt new 
programs, each should be integrated into an overall 
children's policy. 

Meeting the health needs of our children is not only in our 
national interest but it is the proper role of those vho 
develop health policy. We, as a nation, can best be judged 
not by our military might but by how we treat the weakest and 
least heard of our citizens. Children compromise most of 
that vulnerable category. 
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Chairman Miller. Thank you. Ms. Goodwin. ^ 

STATEMENT OF SHIRLEY GOODWIN, B^Sc, RGN., '^HV, GENERAL 
SECRETARY, HEALTH VISITOR'S ASSOCIATION, LONDON, ENG- 
LAND 

Ms. Goodwin. Thank you, Mr. Chairman. I've chosen to speak to 
you today about the health visiting service in the United iOngdom, 
and specifically about its role in child health care. 

The Health Visiting Service first jame into existence during the 
second half of the last century in response to high levels of infant 
inorbidity and mortality in some of our northern cities. By the be- 
ginning of this century it was provided by virtually every local au- 
thority as part of the Maternal and Child Health Services. In the 
early 70s, we became part of the National Health Service aiid^ 
the*^fore, fell within the administrative framework of tiie healtb 
services, rather than the local authorities. 

Health visitors are register^ general nurses with additional 
public health training. They provide a health promotion and pre- 
ventive health care service for all the residents of each local popu- 
lation, but there is a specific focus within their work on families 
with young children. 

Each health visitor has the responsibility for the families who 
live within a particular geographical area, or roistered upon tiie 
practice list of the family doctor, the general practitioner, with 
whom she may work as a member of the local primary health care 
team. 

Her workload consists of home visits to and other individual and 
group contacts with the families who live on her patch, as well as 
other interventions such as local health education campaigns, the 
organization of support groups, involvement in community activi- 
ties and so on. 

Statutory notification of every birth to the district health author- 
ity insures that health visitors are informed, usually within three 
or four days of the birth, that a new baby has arrived. The rela- 
tionship wiHi the health visitor, between the health visitor and the 
family, is usually started prenatally because health visitors get to 
know about pregnancies through the GP and go and make contact, 
particularly, of course, with yoimg single parents. 

They visit every home on or around the tenth day after the birth 
to offer such information, advice, health education, social support 
as may be necessary and appropriate to that individual family. 
They have no legal right of entry to the home, but very few are not 
welcomed because the service is well-known, universal and, there- 
fore, nonstigmatizing. 

Subsequently a program of home visits by the health visitor and 
the famil/s attendance at child health clinics provided within 
pram-pushing distance in every neighborhood, enable educative 
and supportive contact to be maintained throughout the first yetx^ 
of life. 

Until responsibility for preventive child care is handed over to 
the school nurse at four to five years of age, health visitors make 
visits either on request or on an unsolicited and routine basis, or to 
undertake specific age-related aspects of the child health surveil- 
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lance^ program, to encourage attendance for immunization, talk 
about nutrition, child accident prevention and to give information 
about other services,. for example. 

Part ofithe health visitor*c task is to seek actively, to l^ok out for 
families mat may not yet have come tp the attention of .the GP, or 
are not known to, the health ^authorities roister of dul^n, and 
particularly, of course, in areas where there is social difficult. 

hi^^ntain at the moment we^have a large and increasing 
number of homeless .famili^. We have a popidation of gypsy or 
•tfavellmg.families and in many areas,.particularly in the cities, we 
ha^:£dgh> levek^^ of unmigrant popidatioiis. They, of course, attract 
particular attention from health visitors .who go but actively to iind 
them, for example, looking for nappies on the waidiing line, talking 
tp nei£^^b<>rs> susking hotel prbprietois who has moved in recently. 

families at increased risk of health and social diffictilty, or with 
sp^inal needs of one kind or another, receive a lot of extra atten- 
tion from health visitors. While social workers, who are employed 
by the local authority's social work departments, do have statutory 
r^ponsibiUty for things like cMld care,, disability and job protec- 
tion, it is iisually the health visitors who maintain long-term and 
continuing relationships with families, euid who have the most ac- 
curate and extensive knowle^^ of families' individual lifestyles 
and circumstances'. 

No chaise is made to the users of the Health Visiting Service, 
and it's financed out of the general allocations made by govern- 
ment to health authorities. Each health authority decides for itself 
the level of expenditure on the staffing of the Health Visiting Serv- 
ice and, for example, on the numbers it chooses to send for training 
as health visitors each year. 

Apart from salaries, the major cost of providing the service are 
the cars that are provided for health visitors to do their visiting. 

If I can just briefly comment in conclusion on the value of the 
Health Visiting Service, since the service has existed for 128 years, 
and is available in every area as part of the National Health Serv- 
ice, it's not been possible to mount properly controlled trials of 
health visiting to discover whether it is actually having any effect. 

Some research has been undertaken by manipulating aspects of 
the service in one area or with a specific client group and then 
comparing outcomes in an area or with a group of clients who have 
continued to receive the usual service. Some such studies do indi- 
cate measurable beneficial effects. 

In relation, for example, to increased uptake of home safety 
advice, immunization, breast feeding rates and in the reduction of 
child hospital admissions, and in a reduction to injuries to children 
who are known to be at increased risk of child abuse. 

In conclusion, I would simply like to emphasize the strengths of 
the Health Visiting Service as relevant to the United States popu- 
lation, and to your situation and the issues you're looking at now. 

First of all, it's universal and^nonstigmatizing. Even the Royal 
Family sees a health visitor. I know the health visitor who went to 
visit the Princess of Wales when she had William and Harry. They 
get little attention after that first visits I might say, but everybody 
gets a visit. 
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This univereality insures a high level of acceptability on the part 
of all classes or races and, therefore, insures good coverage for the 
service and access to it But within that universality, the Health 
Visiting Service is a very flexible one and highly adaptable to dif- 
ferent :ne«db in difiTe^ therefore, can be used in spe* 
cial:wiBt^^ to deUver s^^ services to those with particular 
hf^ih/nM^ \ ^ - 

^l%e ^y; the service is in 
thim^offeiii^ a designed from the top down is to 

iMk^at the^ni^^ local po^ilati^ design cm appropriate 

jEN^rvice^and^ which can be evaluated to 

8^ howxttie.a^^ " ^ ' : 

I W)idd jiist pe to end^by sayi^^ I believe the Health 

Visitmg Service in Britain icf reE^nsible for anything we may have 
been ableio achieve in iniprovements in child h^th, we have bur 
prpbIrai£^ jM,fand Wre not doing so well on some measures. Poet^ 
neonatcd moirtaU^ w^ mentioned by Birt Harvey, we have a seri- 
ous problm l^ere. Our'loW birth weij^t rate is stsi;nant also. 

So we hav^ actually managed to readx all the parts that need 
to be reach^ Therefore, I would simply .say that while the service 
is c^ertamly effective and would be appropriate to your situation, it 
alone is not enou^ to solve the problems that face you and the 
children of this country. 

Thank you^ Mr. Chahman. 

[Prepared statement of Shirley Goodwin follows:] 
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Prepared Statement of Shirley A. Goodwin, B.Sc., RGN., RHV, General 
Secretary, Health Visitor's Association, London, England 



X. Hlatorical Baclcgrotmd 

The health visiting service first c«ne into existence during the 
second half of the last centtiry In response to the high levels of 
infant aorbidity and aortality occuring at that time. Initially 
established in some northern English cities, by the beginning of 
this centttry health visiting vas provided in virtvxally all areas 
as part of the aatemal and child health services of the local 
borough and county councils. In 1974, the service Moved froa the 
local authorities and becaae part of the reorganised National 
Health Service, falling within the administrative fraaevorlc of 
health authorities. 

2. Health visitors 

Health visitors are registered general nurses vith additional 
public health training obtained during a one year university or 
polytechnic-based course. Many alao have obstetric or sidwifery 
qualifications. The vast aajority of health visitors are voaen 
(although the profession is open to men) and the average age of 
entry is approxlaately 31 years, indicating that nany have post- 
RGH nursing experience and/or enter health visiting after a career 
breaks to raise a fanily. They are paid on a grade equivalent to 
vard sisters in sole charge (£13,738 • 15,900). Health visitors 
are led by nurse aanagers vho account to directors of coEDtunity 
ntirsing services or general health service nanagers of district 
health authorities. 



A brief description of the PIC Health Vlsttiny Service 
and its role in child health cara 
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Health vl»ltor» provide a health promotion and preventive health 
care servica for the residents of each local population, the 
traditional satemal and child health focus of the service is 
still renect-sd in the priority given to families with young 
children, although preventive work with adult client grot^s, and 
particularly elderly people, has become increasingly more 
significant in recent decades. 



lha work ef health ^mir^rm 

Each health visitor has the fesponsibility for the families living 
within a particular geographical area or registered t^on the 
practice list of the general practitioner with whom she works in 
association as a meatber of the primary health care team. Her 
workload consists of home visits to and other individual and group 
contracts with the families on her "patch", as well as other 
interventions such as local health education campaigns, the 
organisation of support groups and involvement in comunity 
activities . 

Statutory notification of every birth to the district health 
authority of residence ensures that health visitors are informed, 
usually within 3 or 4 days, of new babies in their areas. They 
visit every home on or around the tenth day after birth to offer 
such information, advice, health education and social st^port as 
may be necessary and appropriate. Health visitors have xio legal 
rigjit of entry but few are not welcomed, since the service is 
well-known, universal and therefore non-stignatising. 
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Stibiequsntly, a pro(r«ne of ho«e vlilts by the health vliltor, 
and the faaily'i attendance at child health cllnlce provided In 
aach neighbourhood enable educative and eupportlve contact to be 
maintained throughout the flret yeare of life. Until 
raeponalblllty for preventive child health care le handed over 
to the echool nuree at 4-5 years of age, health vlsltore sake 
vlelts on requeet, on an xmsollclted and routine basis, or to 
undertake specific aspects of the local child health surveillance 
prograaoe, encourage attendance for lanunlsatlon axid to offer age- 
related advice In relation to nutrition, child safety etc. 

Faalllas at Increased risk of health or social difficulty or with 
special needs of one kind or another receive extra attention from 
health visitors. Vhlle social workers (enployed by the local 
authority social services departaents) have statutory 
responsibility for matters such as child care, disability and 
child protection. It Is usually health visitors who maintain the 
long-term and continuing relationship with families and who often 
have the most accurate and extensive knowledge of their lifestyles 
and circumstances. 

5. The financfny of the service 

No charge Is made to the users of the health visiting service. It 
Is financed out of the general allocations made by government to 
health authorities, and each health authority determines the 
relative level of expenditure oii the staffing of the service and 
on the numbers of qttallf led nurse& It chooses to second for 
training. Apart from salaries, the major cost of providing the 
service arises from mileage allowancer or lease cars required by 
health visitors to make their visits. 
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Thm -yalua of tA> hii^lth 

81nc« th« ••rvic« h«s •xiiud for ov«r a c«ntury and it avallabla 
In «vary araa aa part of tha National Haalth Sarvlca, It haa not 
baan poaalbla to aount proparly controllad trlala of haalth 
viaitin^. SoM raaaareh haa baan undartakan by aanipulating 
aapacta of tha aarvlca In ona araa or with a apaclf Ic grotip of 
cXlanta, and than coBparlng outcoMa iihara cllantc hava continuad 
to racalva tha uaual aarvlca. Such atudlaa Indlcata banaficial 
aaaatirabla af facta in ralatlon, for mxampl%, to incraaaad t^taka 
of hoaa aafaty advica, iMuniaatlon and braaatfaadlnSi and in 
raducad hoapital adalaaions and injuriaa to childran known to ba 
at incraaaad riak of child abtua. 

Vhila tha coat-banefit of haalth vlaiting aay ba difficult to ahow 
and tha aarvica ia conaidarad to ba a ralativaly axpanaiva ona, 
thara ia navarthalaaa contidarabla av^port for tha continuation of 
it a pravantiva child haalth rola. Haalth aarvica aanagara and 
public haalth phyaiciana racogniaa the valua of a hoaa viaitins 
aarvica which not only providaa routine airiportive contact for 
young fanlliaa but which alao, through thia contact, monitora the 
health and welfare of children (particularly in thoae faailiea 
having difficulty coping) and offera general encouragaaent in the 
Intake of aervicea, auch aa ianuniaation. 

Paediatriciana and general practitionera valxie the expertiae 
health viaitora poaaeaa in norval child haalth, growth and 
davelopnent and their conaequent ability to recogniae deviation 
from the norm and take appropriate action. 
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FAr«nt« and contxoMr orfanlsatloiui valut aecM« to, an advlaozy and 
aupportlva ••zvlca i^ch la offarad to all froa tha hi|^at to tba 
lovaat In tha land, tha provialon ot uhlch ra<iuiraa no 
daaonatratlon of aoaa apadal naad or difficulty. Vhila thara ia 
no wntitlanant in law to any part of tha National Haalth Sarvica, 
pabpla in Britain do aaan to ragard tha haalth viaiting aarvica aa 
aoBMthiof to Vhich thay hava a right • ayan though thay «ay 
criticiaa it on occaaions (with aoaa juatification) for baicg 
inaufficiantly accaaaibla or raaponaiva, or for baing too 
intar faring. 

A ctiAiiyiny mmrvtcm 

Haalth viaitora thaaaalvaa liva in conatant faar of tha 
profaaaion'a i»inant abolition, raaliaing that thair aarvica ia 
coatly and that ita outco«a ia difficult to Ua»onatrata in coat ^ 
banafit tarsa. Tha ineraaaing financial conatrainta placad iq>on 
haalth authoritiaa ovar tha paat dacada or ao thraatan low profila 
pravantiva aarvicaa aora than high profila acuta cara: it aay ba 
laaa painful for a baalth authority, for axaapla, not to train aix 
haalth viaitoxa aa usual ona yaar, tha** to abut down oparating 
liata or cloaa hoapital bada. 

Partly aa a raaponaa to quaationa about haalth viaiting'a 
"affordability" and partly through a aineara daaira to of far a 
■ora uaar-friandly and appropriata aarvica, haalth viaitora ara 
praaartly raahaping thair profaaaional practica to ralata tha 
laval and typa of aarvica thay offar auch Bora cloaaly to tha 
natda of tha population aarvad by aach individual or taaa of 
haalth viaitora. Thia »aana that laaa routina and unaolicitad 
hoM vial ting ia balng undartak<tn than in tha paat, althotigli tha 
aarvica raaaina uitivaraal and accaaaibla to all. Spacifie 
prograonaa of haalth promotion work ara daviaad on tha baaia of 
the local coaounity'a haalth profila, and aaaaurabla outcosaa 
dataminad in advanca. 
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1h#ri li gTMttr ut« of colUctlvt and froup itrAt«sl«i for ho«Xth 
{{Motion ratiior ttM tho trAditlooal toUI rollanco on otio-to*ono 
iBont«ct* BoAlth vlaltora bollovo that tho lattor approach rlalea 
*4iiabllni"'or *bla»ing t^ Yletim"^ and that approprlata 
political and coaaiuni^ action to chaXlongo advorao aocial and 
•iMroiMmtcw.-ccmdit ia likaly t<? bo aa offoctivo in 
improving pooplo'a boalth aa axiything thoy can acbiovo «a 
* individual haalth profoaaionala* 



Shirloy Goodwin 
Xarch 1990 . 
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Chairman Miller. Thank you very much. Dr. Pless. 

STATEMENT OP. I. BARRY PLESS, M.D., FRCP(C) PROFESSOR, DE- 
PARTMENT OF PEDIATRICS AND EPIDEMIOLOGY, McGILL UNI- 
VERSITY, MONTREAL, CANADA 

Dr. Pless. Thank you, Mr. Chairman, Members of the Commit- 
tee, Senator Chiles. 

In the 'Cross National Conference preceeding today's meeting, I 
described Canada's health care system as one ttiat many believe to 
be "the best in the world." I freely admitted that apart from its 
essential pajonerit features, however, there was little aiwut it that 
focused exclusively on child health. 

, Canada, like yourselves, does not yet have a comprehensive na- 
tional child health policy, although recently a call for the creation 
of such a policy has been made by the Canadian Institute of Child 
Health, which I chair. In spite of this serious shortcoming^ Can- 
ada's achievements are certsunly noteworthy, especially by compar- 
ison with those of the United States. 

Some data that I've compiled based on vital statistics reports 
from the United States and Canada for the period from 1960, which 
covers the decade prior to the introduction of health insurance in 
Canada^ to 1986, show that the net improvement in death rates for 
children was 10 percent better for children under one year of age, 
nine percent better for those 1 to 4 years of age, ^ut 15 percent 
better for those 5 to 14 years, and nearly 12 percent better for 
those 15 to 19 years. 

Percentages are difficult things for people to get their minds 
around, and I simply want to translate them for you by saying that 
they amount to, as you can well imagine, thousands upon thou- 
sands of lives that have been saved. These trends, of course, are not 
specific for all causes of death and they're especially marked for 
deaths due to iiyuries and, not surprisingly, homicide. 

Now in the face of these figures, and in view of the fact that in 
most other respects, the delivery of medical care, both in terms of 
quantity and quality is remarkably similar in our neighboring 
lands, it seems essential that we ask why these differences exist. 
^ As a physician and as a parent, I'm convinced that it has much 
to do with our national health insurance programs, which, as you 
Know, provide full coverage for all medical and hospital expenses 
at no direct cost to the patient, or in this case the family. These are 
paid for out of general tax revenues at, I might say, a percentage of 
the gross national product considerably lower than yours. 

As a scientist, however, I must confess that I cannot prove that 
Canada's insurance programs are rdone responsible for these differ- 
ences, or responsible in large part, or to what extent. I readily 
admit that there are many other factors that need to be considered, 
but the health insurance programs are unquestionably a critical 
starting point. 

Whenever I presented these figures that I've just described to 
you to American audiences, I am immediately reminded that you 
have many more blacks and many more poor than we do. Certamly 
it's true that the proportion of Canadians who are huit or status 
Indians does not approach the proportion of blacks in the United 
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States, but there would be some argument, perhaps about Ae com- 
pai^ye propdrtiott of families in Canada who live in poverty. 
, Cen^ Canada figures put the proportion of those with 

<*ddren at 20 'percent, a figure not too different from yours. Even 
If I wereto concede that the differences in proportions or severity 
greater-rra strange argument coming bom 
wlwt X sbU: think of as one of the richest nations in the world— 
^P*^§^>-** to me all the more reason ifor recom- 

^'^S^v,^ *ne 8^ possible terms, tEat some form of truly 
(^preh^ye %dth inrarance for children is.^ntial as part of 
the cure of the problem that we're talking about today. 

Althoufl^ I stated a moment a^o that I could not mobilize strong 
scientific evidence -to support this condusioh— that the difier^ces 
in dcatti rates among children are due to our health insufance— I 
can catena* least two studies, both originating firom McGill, and one 
on which I was co-author, which irrefutably demonstrate that one 
mtacaUy unportant effect following the introduction of Medicare, 
that IS medical insurance in Quebec and, no doubt, in all - of 
Canada, was to narrow the gap in aoess to and use of services be- 
tw^n the ndi and poor. This is precisely what was intended. 

We Me a country that believes above all in equity, not pluralism, 
and this was a goal in the creation of these programs. Hence, it 
seems to me only reascmable to suggest that the more poor a nation 
has, tne more compelling the case for health insurance. Equally 
compelling, hcwever. are the effects that it has been shown to have 
on the hear poor and even on 'the middle class. 

Now ni not recite all the evidence that has been provided, par- 
ticularly m the last three or four years by health economists, 
whom I deeply respect, save to remind you that as I read that evi- 
dence toere can be nc doubt that our system has permitted Canada 
to control medical care costs far more effectively, far more cheaply 
m terms of total expenditures, than have you. 

To me the bottom line is not, however, an economic argument; 
it s a siinple plea based on the test of what any one of us, any one 
of you, ladies and gentlemen, would want for our own children, and 
ttiat IS the certainty, the certainty, that they would never be 
denied ^cess to medical care that could prove critical, whether 
measured m terms of life and death, the reduction in morbidity, or 
the prevention of disease. 

There is abundant evidence that although in the aggr^te medi- 
cme alone cannot and should not lay claim to all the spectacular, 
truly spectacular improvements in child health that we've witr 
nessed over the last quarter century, and the last 50 years to be 
sure, it has, nonetheless, played an essential role. 

In my view, and in the view of most Canadians, no child should 
be dem^ the full benefits of what medicine has to offer because of 
the inabiUty of his or ixer parents to pay for medical care. It was 
that deeply held personal conviction that forced me to leave an ex- 
c^ent pofidtion in the United States and to return to Canada in 
1975, and irs a decision that I've never once r^n^tted. 
Thank you. 

Chairman Miller. Thank you very much. Mr. Manciaux. 
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STATEMENT OF MICHEL MANCIAUX, PROFESSOR OF PUBLIC 
BEALTH AND SOCIAL PEDIATRICS, UNIVERSITY OF NANCY, 
^hNCY; FRANCE . 

Mr. llifANCiAxnL Thank you, sir. Mr Chairman, Members of the 
Committee, Senator Chiles, I wi!! speak about day care, early 
.schooli^ and health care in FraiiCe. 

A recent JAinerican report b3 the French-American Foimdatioh 
referredito in the New York Times 'Trance Far Ahead in Provid- 
ing- QifldCare," describes a ^nch system of preschool programs 
insisting oh a child day care system largely based on early ^admit- 
tance to nursery school. 

This d^rves to be presented in a continuity, starting &om pre- 
and postnatal paid leave for the mother, 6 weeks before, ten weeks 
after delivery, with a guarantee to be reemployed. This paid leave 
is extended to 3 months after the delivery of a third baby, and par- 
ents can also ask for an unpaid parental leave up to two years in 
order, to bring up their child, .again with insured reemployment. 

The next step is a complex combination of various possibilities 
for caring on a day-to^y basis for infants and children under 
three. About 60 percent of. children under thr^ are cared for at 
home by their mother. The remaining 40 percent are cared for by 
relatives, mainly grandparent^, licensed or unlicensed caretakers, 
creches, either collective or family creches, and nursexy schools. 

Allowances for young children for day care outside the home, for 
singi ^.^nt faioilies, 9.4 percent of all families with children, 
help famines cover partly the day care expenses and refrain them 
from resorting to unlicensed caretakers. These allowances vary ac- 
cording to parents' resources and the number of children. 

Hemth care is provided through the maternal and child health 
offidal^rstem completely free of charge and organized by the lo^ 
authorities at the departmental level, the department being a 
French territorial administrative division with an average popula- 
tion of half a million. 

Family and various allowances distributed by social security for 
this purpose amoimted, in 1987, to nearly $18 billion United States. 
When they reach three years of age, most of the French children 
go to the nursery school. About 40 percent of the 2 year olds attend 
already the school, and more than 90 percent of those over three. 

The quoted report says. 

The noncompulsory preschool programs, which serve nearly 90 percent of French 
children three to five years old, offer language, arts, exercise, crafts and play. The 
system also features intensive training and fair compensation for preschool teachers 
and others who take care of young children, a free preventive healUi program for 
all young children, and attention to the architecture and safety of day care centers. 

Between three and four, children attending school benefit from a 
health checkup, usually done by the MCH team, doctor, child 
nurse, psychologist, and consisting of physical examination, screen- 
ing for hearing, vision, psychomotor abilities, language. 

The MCH team discusses with the school team about the adapta- 
tion of the child to school, his difficulties, achievements. The par- 
ents, also involved in the process, are interviewed on their child's 
health problem and informed of the result of the visit. If there is 
any problem requiring any sort of medic^d care like immunization 
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to be completed or sensory defect to be confirmed by more refined 
examinations in order to be corrected, parents are advised to con- 
sult their family doctor or a specialist worldng in a hospital or pri- 
vate practice,. 

A letter is given to them for this phsmdan and.the MCH team 
mak^ sure that the needed follow-up is performed, which is done 
according to some evaluations in about 80 percent of the cases. In 
addition, in tiie year before the child is admitted to compulsory ele- 
mentery^schoolrrtart^ at six, he is again examined with nearly 
thesame.^rirtocoL 

However, this five-year examination is under the iBsponsibility 
rf the school health team who takes over the MCH team with, of 
course, due coordination between both. This latter check-up is 
mainly aiming at screening for any developmental abnonnalities 
that could oimpromise the school achievement of the chili lake 
the three and four year exam^ this one is firee of chaxge. If needed, 
the following examinations, care, rehabilitation, are paid for by the 
femily and reimbursed^ throu^ the social security ^stem. This is, 
shortly desdibed, a system that French families are stron^y at- 
tached to. It partly Ibfridges the gap fer too often observed and possi- 
bly detrimental for the child's health and development between a 
perinidal period and neonatal care provided in all developed coun- 
tries and the school health system. 

Thift key period of early childhood and first socialization deserves 
our interest and endeavor. 

Thaiik you. 

[Prepaied stetement of Michel Manciaux follows:] 
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PUPAIKD StATEMINT OP MiCHEL BIaNOAUX, PROFESSOR OF PUBUC HEALTH AND 

Social Pediatrics, UmvERsmr op Nancy» Nancy» France 



EAiULY XBOaUm HEALIHCARE INHUNCE 



MLMANCUUXS 



itfoed to in the New Yock HdBs (9 Nov. 1919) detoibes the Frendi system of 
pKschool profnuns, intistLis on^a ddU dii^ care system Itrgely based os early 
aifn i inaiMr tP iyTHiwnnittt ysdh^ 

tSl die daU, at 6 yeais of aie* catcii kio te 00093]^ 
At virioQs stQ» of tiiis preekmeataxy coQrse» 

cbccWng andt if needed^ by medical eate.in doeo oooperaiiott with txMdical private 
practice. This paper ioteods to present tiie main ootiiAes and characteristics of this 
continQinf diild day-care process* described by the ngaa u "a bknd of dnld care, 
edticatiott and bealdi services based 00 fiee ftU-day pRsdiod progn^ 
care oemers and Hoensed care in private homes to intata eud toddkff.*' 

The starting pdtt is tcompkxrnmbfnatinR of variDgspossMt^ 
day to day base, fos^ in^ma and yooog children (under 3). The £agtam ilhistrrtes this 
and shows dut about 60 % of duldren mider 3 aie cared for at honie by their 11^ 
(42 % of French woinen rcttms to woiic ate 10 to 12 weeks of postnatal paid tnatexnity 
teave). 

Allowances for young childtnu fior day-care oat^ home, for one parent fumly 
help ftmilies cover partly the d&y-csic expenses and refrain them frcn resonhig to 
unlicensed caretakers. These allowances vary according 10 paiem(s)' lesouiues. He al th 
care is provided thiou^ the MCH ofSdal system, con^letely free of charge and 
organized by the local amhorities, at departmental level (die D^artemem is aF^tench 
territorial and administrative division, wxdi an average popoht: "n of 1 mOlioo^ 
and various allowances distributed by Social Security for this pmpose amounted, in 
1987, to neatly 100 billions of Ettnch francs. 



1 PnfiMM of PofaUe Heabh loi Sodal t>iBditt^ 
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■ FAMILY (grandi)ar»nts) 

■ MOTHER 



Hgure 4 : Diy cite of childztn kss than 3 yetxs old 
Source : IKSEE. Rendt censas 1982 ; 
MimstbtderEdacation,MtDi5the(kUSol^^ 1983 



When they reach 3 ytm of age, most of the Freadi ddldreix go to the to called 
•'niatcnial schoor. About 40 % of the 2 ycft$ oM aticikl the sc^ 
of those over 3. The quoted report uys : "The noflcon^wUoiy preschool progrtms. 
wWdi smc nearly 90 % of iTOch <±ildrea three to five yra 
exercise^ crafts and play. The system also features intensive training and fair 
coiiq)cnsation for preschool teachers and others who take care of yoang children* a ftee 
preventive health program for all young cWIdren, and attendon to the arduiectnre and 
safety of day-care centers." 
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Between 3 and 4, children attending school benefit from a health checkup 
sonetiines wrongly refered to as "bilac matemel**, meiely because it takes place at the 
**fliatexnil tchool^ This checkHjp, osuaUy done by the MCH team (doctcr - chiM n^ 
psychologist) consisu of physical examination, screening for hearing, vision, 
psychomotor abilities, language . . . The MCH team discusses with the school team about 
the cMl^s adaptation to school, his/her difficnUies, achievements. Ihe parents, asked to 
meet die MCH team, are also involved in the process : they are interwiewed oo thdr 
chihf s health problems and informed of die results of the visiL If there is any problem 
reqmnng any son of medical caie, like immumzadons to be cotnpleied or sensory defea 
to be confirmed by a more refined examination in order to be corrected, parents are 
advised to consult their family doctor or a specialist working in hospital or private 
practice : a letter is given to them for this p hysician, and die MCH team makes sure diat 
the needed follow-up is performed, which is done, according to some evaluadons, in 
about 80 % of the cases. 

In addidon, in die year befbre the child is admitted to eleoiemary sc^ 
again examined widi neariy die same protocol However, this 5 years examination is 
trnder the responsibility of die school heahh team, who takes over die MCH team, widi of 
course due coordination between bodi* This latter diedc*up is mainly ainung at sc^^ 
fbr my developmental abnormalities diat could compromise the school achievements of 
die child Like die 3-4 years exam, dns one is £reeofcharge and, if needed, die following 
examinations, care, rehabilitation are paid fbr by the family and reimbursed dnough the 
Social Security system 

This is, shocdy described, a system which French families are snongly attached «>. 
It pardy bridges die g^>. far too often obser/ed and possibly detrimental for ibt 'hild's 
health and devdc^ment, between a perinatal and neotuual care provided i^ 
countries and die school healdi system. This key period of early childhood and first 
sodalizadon deserves our interest and endeavour. 
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Ch a irm an Mhjlkr. Thank you very much. Dr. Lie. 

STATEMENT OP SVERRE LIE, MJ)., Ph.D., PROFESSOR, DEPART- 
MBNTOF PEDUTRICS, UNIVERSITY HOSPITAL, (RIKSHOSPITA- 
UBT) OSLO, NORWAY 

o ^1 Chainnan, members of the committee. 

SMmtor Chdes, .! would like first to say that I feel very honored to 
atliere and to be able to give you one example of the child care 
- fysteni' m -Norway. 

^ Ma:^;i>fiiBt«8hould remind you about some basic facts. Norway 
w a large country with a small population. Actually the population 
density is only 12 per square kflometer, which makes it the least 
oenaely populated country in Europe, and distances are vast. 

Erom historical times my countiy has been a very poor country 
^th few natural resources as defined earlier. However, today an 
effec^e use of the tremendous amounts of energy carried by the 
waterfi^ and the decade of exploitation of North Sea oil and gas 
mates Norway, perhaps, one of the most prosperous countries in 
Jsurope. 

The first iwsition for doctors was established some 350 years ago 
From that very b^inning medicine was socialized in the sense that 
doctore were paid for by the government In the National Norwe- 
gian Health Act of 1860, this basic principle was adopted that 
health services should be adapted to the econonuc and social condi- 
tions of the local community and should, in principle, be free to all 
citizens. 

This poliqr has been maintained and expounded ever since, and 
ftee access to health care is r^arded today as a fundamental 
human right m all the Scandinavian countries. 

We have an administration of health and social services in my 
countay that functions at three levels. We have the^ntral Gov- 
ernment Services, the Regional County Administration arid the 
local government m the communes. It is the duty of the Central 
Administration to draw up the general health policy of the country 
and to ^aluate and monitor how it functions. The Ministry of 
Sjocial AflEairs is the biggest one in the Norwegian Cabinet, spend- 
ing almost one third of the budget of the public money in their 
budget. 

The task entrusted to the county commune, which is comparable 
to your states, is to run hospitals and specialist and dental services. 
They're ak ) requu-ed to draw up the general health policy for their 
county. 

Now I'm coming to the main theme, which is the communes, of 
which we have 464. They are responsible for primary health care, 
both preventive and curative, and social services. It has been a gen- 
eral consensus m the Norw^ian health debate during the last 
decade that there should be a commitment to decentralization, 
tnats me only way you can get to people with the vast distances 
we are talking about. 

Tliis implies that important political decisions should be taken 
close to the people emd tailored to the people's needs. The local 
commune, through their elected commune council are, therefore 
responsible for drawing up commune health plans and to run pri- 



;v social services, the responsibility for the care of 

f ??«®fly and disabled persons are likewise the responsibility of the 
;-ilocal commune. 
| > , ^^Preventive pediatrics is one of the main responsibilities of the 
f . commune and I will talk a little bit about that This work in 
fiH^; Noiway is now based on the law, which defines accees to proven** 
p b itive pediatrics as a fundamental human right comparable to the 
ngbt of^^ediication. 

- ^^^^ ,1972,;preventive pediatrics was the work of many volun- 
" taiy :9>18af^ but it was recognized by professionals, by the 

.people, that the kind of offers at the various health stations dif- 
fered yastiylm^ this should be a public r^?x)nsibility. 

The health station is in the center of this work and there is one, 
at least, in each community. The central person within the health 
;8tation is the public health nurse, somewhat like the health visit- 
ing nurse system you heard about from England. There are also 
doctor examinations at the age of 6 weeks, 6 months, 12 months, 24 
; .months and 48 months, and this is actually required by the law 
: that this should be done. 

It's certainly not obligatory to go to these stations, but the atr 
tendance rate for th? community is very high. Several investiga- 
tions have proven that the attendance rate in the communities in 
1^ Norway is more than 95 percent. Not only immunizations, of 
^course, but all types of preventive care are done here. 

The child is seen monthly during the first year of life by the 
nurse who monitors growth and development and gives additional 
counseling on health promotion, nutrition and mental hygiene. 

TTie running cost of these health stations is the responsibility, 
agam, of the local community, but it's a minor expense. In one af- 
^ vfluent community outside Oslo with 80,000 inhabitants, the total 

- annual cost in 1988, for running these health stations was $1.5 mil- 
hdn, compared to a total health budget of $69.2 million. 

At the national level, a rough approximation would indicate that 
the total cost of this preventive pediatrics is about $75 million or 
$18 per capita per year. 

Also in the schools there are preventive health services for chil- 
dren, which is an obligation of ttie community to offer, and which 
w also, of course, free of charge. This service is at present under 
discussion and will probably be reoriented towards more emphasis 
on risk groups and on health education, such as sexually transmit- 
ted diseases, unwanted pr^ancies and so forth. 

It may be difficult to prove that preventive pediatrics play a role 
in the rather satisfactory trends in childhood mortality and mor- 
bidity, which has been discussed earlier here. In Norway it has 
never been a question about the status of these health stations, 
they are sort of part of the culture and it would be absolutely im- 
possible to go in and do controlled studies on the effect of them. 

It's certainly something that people just like to have there. To 
me it is a system which is functioning very well, it is freely accessi- 
ble to all and is used by all, and th I think, is a very important 
aspect of preventive pediatrics. 
Thank you. 

' [Prepared statement of Sverre Lie follows:] 
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Prepared Statkmknt of Svxrrb O. Lie, M.D., Ph.D.» Professor, Department of 
Pediatrics, University Hospitau (Rikshospitalet) Osix), Norway 

CHILDRCN IN THE NORWEGIAN HEALTH CARE SYSTEM 

SoM n mtUoi m on prMnttv* poiMrles and ulirttd cauaii of cMdhood 



Norway is a large country (320.000 km^ with a small 
population (4.2 millions). The population density is only 
12 people per km» (compared to 230 per km* in the United 
Kingdom) which makes Norway the least densely populated 
country on the European continent. 

Norway is far up north and long and thin. The country 
is divided by mountains and fjords and characterized by 
great distances. The distance from north to south is 
equal to the distance from the southern border of the 
country to Rome. Almost 1/3 of the country lies north of 
the Arctic Circle, and 1/12 of the population lives here. 

From historical times Norway has been a poor country 
with few natural resources as defined in earlier times. 
However, industrialization, an effective use of the 
tremendous amounts of energy carried by the water falls 
and a decade of exploitation of North Sea oil and gas 
makes Norway one of the most prosperous countries in 
Europe today. ' 

The first position for doctors were established some 350 
years ago. From the very beginning medicine was 
socialized in the sense that doctors were paid for by the 
Government simply because people could not pay themselves. 
In the national Norwegian Health Act of 1860 the basic 
principle was adopted that health services should be 
adapted to the economic and social conditions of the locaJ 
community and should in principle be free to all citizens. 
This policy has been maintained and -expandcsd ever since. 

Free access to health care is regarded as. a fundamental 
human right in the Scandinavian countries. A smnll fee is 
paid whil^ visiting primary health care and outpatient 
clinics, but hospital services are otherwise free of 
charge for every citizen. 
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In 1985 the following number of health personnel were 
economically active in Norway (3): 



Inhabitants per physician has steadily decreased by 
time/ being 884 in 1961 and 410 in 1985. 

In 1988 we had 266 registered specialists in pediatrics, 
which gives 1 pediatrician per 3.000 children under the 
age of 15 years. Of these specialists 180 worked in 
institutions and 71 outside institutions. Private 
specialist practice in pediatrics is rather rare in Norway 
"with only 66 registered in 1988. About 13-15 new 
specialists are now registered annually in the country. 

The country has 18 pediatric departments with a total of 
about 800 beds (- 1 bed per 1.000 children < 15 years of 
age) • 

ADWNISTHATIOW OF HEAL TH AND SOCIAL SERVICES IN NORWAY TODAY 

Public administration in Norway functions today at three 
levels: Central government services, regional county 
administration and local government in the communes. The 
country is administratively divided into 19 counties which 
are organized as semiindependent units with marked 
autonomy in selected fields. The country is further 
divided into 45^. communes (local municipalities) of 
varying size (half of them having less than 5.000 
inhabitants). These communes likewise enjoy a high degree 
of self determination in local affairs. 

It is the duty of the Central admlnltratlon fState^ to draw up 
the general health policy of the country and to evaluate 
and monitor how it functions. The Ministry of Social 
Affairs is certain] y the biggest within the norwegian 
cabinet spending almost 1/3 of the public money in their 
annual budaets. The Directorate of Health is headed by a 
director general and is currently divided into 5 
departments. County medical officers and county governors 
are representing the state in the counties. 

The most important task entrusted the county comirmo^ is to 
run hospitals and specialist and dental services. They 
are also required to draw up a general health plan for the 
county. 

Within the local government in the commun— the 
responsibilities are primary health care (preventive and 
curative) and social services. It has been a general 
consensus in the norwegian health debate during the last 
decade that there should be a comittment to 
decentralization. This implies that important political 



Physicians 
Dentists 



9.176 
3.702 
3.701 
35.552 
36.898 



Physiotherapists 
Qualified nurses 
Auxilliary nurses 



(total population 4.16 million) 
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decisions should be taken close to the people and tailored 
to the peoples need. The local commune through their 
elected commune council are responsible for drawing up 
commune health plans and to run primary health and social 
services. The responsibility for the care of elderly and 
disabled persons are likewise the responsibility of the 
local commune. 

PUBUC EXPENOmJUES ON HEALTH AND SOCIAL SERVtCES/SECURITIES IN 

The following table lists public expenditures on 
selected areas in Norway in 1972, 1980, 1986 in per cent 
of the Gross National Product: 



PubVc «xpMMttur8s - Nofway 

(In percent of Gross National Product) 





1972 


1980 


1986* 


Total public expenditures 


42.8% 


45.0% 


44.9% 


Defence 


3.3% 


2.8% 


3.0% 


Education 


6.1% 


5.4% 


5.3% 


Health services 


4.8% 


6.3% 


6.8% 


Social security 


13.7% 


14.4% 


15.8% 



* GNP = $ 79 billions 



It shows that the health service accounts for 6.8% of 
the gross national product and that this figure has been 
rather stable through the -80' s. 

The actual amount of money that went into the various 
health and social services/securities in 1987 were as 
follows: 



Hospitals /institutions 
Primary health care 
Social security 
(Gross National product 



,3 billions 
,63 billions 
.3 billions 
,0 billions) 



Preventive & curative pediatrics - $ 0.18 billions 



HEALTH SERVICES FOR CHILDREN WITHIN THE CONTEXT OF THE GENERAL 
NORWEGIAN HEALTH SYSTEM 

Preventive pediatrics is a responsibility of the local 
communities. This work is now based on a law which passed 
Parliament in 1972 - a law which actually defines access 
to preventive pediatrics as a fundamental human right 
comparable to the right of education. Wherever in the 
country you live, you should have access free of charge to 
a well baby clinic and certain minimum services should be 
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provided by these clinics. For instance, the law 
T^emphasizes that there shall be an examination by a 
:phy8ician in the neonatal period/ at 6 weeks of age, 6 
'months, 12 months, 24 months and 48 months of age. The 
^•.^ib^by clinics are administrative run by a specialized 
nurse, who sees the children, regularly (monthly the first 
year), monitors growth and development, and give 
-additional councelling on health promotion, nutrition and 
^mental hygiene. All the vaccinations are done here. The 
attendance rate for these well baby clinics is actually 
more/than 90%. and these localities are also used for 
^ health courses J^or parsnts-to-be and other preventive work 
and health promotion. 

The running cost of these "health stations" are the 
jresponsibility of the local community, but is a minor 
^expense. In one affluent community outside Oslo with 
80,000 inhabitants the total annual cost in 1988 was $1,5 
million, compared to a total health budget of $69,2 
millions. At the national level a rough approximation 
would indicate that the total cost of this preventive 
pediatrics is about 75 million US$ - or 18 US$ per capita 
per year, 

1 Also in the schools there are preventive health services 
for children which is an obligation of the community and 
which also is free of charge. This service is at present 
under discussion and will probably be reoriented towards 
more emphasis on risk groups and on health education, 
especially in relation to life style, smoking, alcohol, 
sexual transmitted diseases and unwanted pregnancies. 

Within the general frame of the conference, it is of 
interest to present trends on mortality rates in norwegian 
children from 1971 through 1988, These rates are depicted 
in tables 1 through table 4, 

Table 1 list the main mortality rates from selected 
^ diseases (infectious and parazitic diseases, CMS- 
infections, respiratory tract infections and malignant 
disease). It can be seen that there is a decrease In 
mortality from these causes in all age groups. 

Table 2 show the loss of lives due to injuries, all 
causes. These statistics are divided by age and sex, and 
again it can be seen that in the years since 1956 there 
has been a rather dramatic reduction in mortality among 
children less than 14 years of age. In the age group 
between 15 and 19 years the mortality rate has been rather 
unchanged, except for females, where the mortality rate 
has actually increased. 

Table 3 show the injury mortality by traffic accidents 
in the same period. In the age groups below 14 years we 
have seen a marked improvement while there has been an 
increase in the age group 15 to 19 years in both sexes. 

Table 4 shows that homicide and suicide are rare events 
in Norway, However, the recent rise in suicide amongst 
teen-agers are of great concern. 

It may be difficult to prove that preventive pediatrics 
play a role in the rather satisfactory trends which are 
presented in these tables. However, the fact that major 





educational and health promoting activities are performed 
both within the well baby clinics and school health 
services makes it very likely that they play a major role. 




TABLE 1 





DISEASE 


MOSTALITT PER 


100.000 CHILDREN IN 


IVvlKWAZ 






ANNUAL AVERAGE' 






lei' 
















1971-75 


1976-80 


1981-85 


1986-88 
















INFECTIOUS AND 










i';. 


PARAZITIC DISEASES 












0- 4 


12.9 


11.3 


10.1 


7.3 




5- 9 


1.5 




1.0 


0.4 




10-14 


i • J 


X . 0 


1.3 


1.0 


i 
.J 


15-19 


1-67 


2.24 


2.0 


iv^l 




0-19 


. 4.38 


3.72 


3.29 


2.45 


\ 

V, 


CNS-INFECTIONS 












0- 4 


3.4 


2.48 


2.73 


2.3 


A) 


5- 9 


0.6 


0.3 


0.35 


0.4 




10-14 


0.6 


0.6 


0.31 


0.34 




15-19 


0.67 


0.67 


0.3 


0.3 




0-19 


1.35 


0.97 


0.84 


0.7 



RESP. TRACT 
INFECTIONS 



0- 4 16.1 11.0 10.16 6.5 

5- 9 1.24 1.0 0.35 0.4 

10-14 1.0 0.3 0.3 0.0 

15-19 1.3 0.64 0.31 0.0 



0-19 4.86 3.0 2.44 1.67 



NALIGNANT 
DISEASE 



0- 4 6.94 5.32 5.46 4.6 

5- 9 7.76 5.6 4.22 5.0 

10-14 4.8 4.7 4.0 4.0 

15-19 6.5 5.7 5.9 3.9 



0-19 6.6 5.3 4.8 4.4 
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TABLE 2 



IKJURY HORTALITT PER 100.000 IN NORttAY BY SEX AND ACE CROOPS 
ALL CAUSES 



Age groups 195C- 1961- 1966- 1971- 1976- 1981- 1986- 

1960 1965 1970 1975 1980 1985 1988 



0- * 40.2 38.2 39.3 30.4 20.1 12.1 10.4 

5- 9 24.1 23.7 23.0 20.1 15.7 10.7 9.0 

10-14 16.8 13.6 14.2 14.7 12.2 8-4 6.5 

15-19 30.6 36.6 39.8 44.6 36.8 35-2 36.6 

MALES 

0- 4 49.5 47-2 48.5 39.1 27.6 14.5 12.0 

5- 9 36.3 34.4 32.4 28.3 21.9 14.4 13.5 

10-14 26.5 20.5 20.6 20.4 16.8 12.4 9.6 

15-19 52.6 62.2 64.8 74.3 57.3 54-6 56.8 

FEMALES 

0- 4 30.4 28.7 29-6 21.3 12.3 9.6 8.7 

5- 3 11.1 12.5 13.1 11.5 9.1 6.8 4.2 

10-14 6.5 6.2 7.5 8.7 7.2 4.1 3.3 

15-19 7.5 9.6 13.4 13.6 15.2 14.8 15 J 
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TABLE 3 

INJURY NORTALITT PER 100.000 lu MORVAY BY SEX AMD AGE GROUPS 
TRAFFIC ACCIDEWrS 

Age groups 1956- 1961- 1966- 1971- 1976- 1981- 1986- 
1960 1965 1970 1975 1980 1985 1988 



0- * 9.3 9.5 10.3 6.9 4.8 2.4 3.2 

5- 9 8.2 10.3 12.8 9.8 6.4 5.6 4.7 

10-14 4.5 4.2 6.7 7.9 6.8 4.2 3.3 

15-19 11.4 16.4 22.1 28.3 23.8 24.4 25.3 

MALES 

0- 4 10.1 10.8 11.4 8.5 6.8 2.7 3.0 

5- 9 10.3 12.5 16.3 12.6 8.1 6.7 6.8 

10-14 6.6 5.8 9.2 9.3 8.7 5.2 4.2 

15-19 17.3 25.9 32.6 45.1 35.0 36.2 38.7 



0- 4 
5- 9 
10-14 
15-19 



8.4 


8.2 


9 


2 


6.2 


2.8 


2.1 


3.4 


6.0 


7.9 


9 


1 


6.9 


4.7 


4.3 


2.6 


2.4 


2.5 


4 


0 


6.5 


4.8 


3.2 


2.3 


5.1 


6.4 


11 


0 


10.7 


12.1 


12.0 


11.2 
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TABLE 4 

HOMICIDE AND SUICIDE IN NORWAY 
0-19 TEARS 

A.ge groups 

SUICIDE 





0 - 


10 




10 - 


14 


15 - 


19 




Kales 


Fesaales 




Males 


Females 


Kales 


Females 


1986 


0 


0 




7 


0 


26 


5 


1987 


0 


0 




3 


2 


23 


3 


1988 


0 


0 




S 


2 


27 


6 


Yearly average 








5 


1 


29 


5 


Rate per 100.000 






3.3 


0.7 


17.1 


3.1 


HOM.CIDE 


0 




1- 


Age 

- 4 


groups 
5-9 


10-14 


15-19 




Males 


Females 


M 


F 


M F 


M F 


M F 


1986 


0 


1 


2 


0 


2 1 


1 0 


4 1 


1987 


0 


1 


0 


0 


0 0 


0 2 


0 1 


1988 


0 


0 


0 


0 


0 0 


1 0 


1 1 



Yearly average 0 0.7 0.7 0 0.7 0.3 0.7 0.3 1.7 1 
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Chairman Mitxkr. Thank you. Dr. Verbru^e. 

; STATEMENT OP HANS VERBRUGGE, MJ}^ D.PJL, MEDICAL OFFI- 
CER OP MATERNAL AND CHDD HEALTH CARE, DEPARTMENT 

. : OP THE CHIEF MEDICAL OFFICER OP HEALTH, RUSWUIL 
NETHERLANDS 

Dr. VnBRUGGE. Mr. Chairman, ladies and gentlemen, Mr. 

Geoige Miller asked me to present some innovative aspects of child 
i healtb policies iu our country, as these aspects have resulted in 

nuyor and long-lasting improvements in diild health status in the 
fNetl^rlands. They even mi^t be adaptable to the UJ5. system of 

U^thcare. 

a f Althou^ I feel very honored by this invitation, it seems some- 
wlutt presuming that ly coming from a small country like the Neth- 
erlandSy should tell you now how to improve your health care 
^^j^stenL 

As you know, health status is not determined by some single fac- 
tors, it's the result of a lot of determinants like the economic status 
of the population, first. The attainability of health care, the knowl- 
edge of people about health and health influence factor, positive or 
ri^tive. Especially in preventive health care the individual atti- 
: tude to make use of the available health care system, for instance 
- prenatal care or immunizations, is very important. Last but not 
least, in every country the present health status and health care 
system has to be seen in an historical coni^ixt 

I would like <x> present you some major characteristics of our 
Dutch health care system. You'll find more detailed information in 
the papers I presented during the conference. I gave to you a copy 
of them. 

Our preventive health care system started in the b^inning of 
this century, fighting against high infant mortality. Weii-baby clin- 
ics were organized by pediatricians and private organizations to 
teach parents about adequate infant feeding, especially when 
breast feeding was decreasing. 

Mothers were tau^t how to protect and even improve the health 
of their babies. The basic idea behind it was to be there with the 
poor families and mothers with children to give them support. Peri- 
odi(^ consultations gave the opportunity to guide the growth and 
development of the child and offer reassurance to the parents. 
- In that period people also discovered that even in the prenatal 

Eeriod it is possible to improve the health status of the mother and 
er unborn child. Nowadays more than 95 percent of our pregnant 
mothers go for prenatal care to the family doctor, the independent 
working midwife and, when some pathology is suspected, to the ob- 
stetrician. Ten to 15 prenatal visits are usual. 

After the Second World War, the well-baby clinics became more 
iEmd more popular. The first contact is made by the district nurse 
during a home visit in the neonatal period. Tlie district nurse being 
informed by the local birth roister by a computerized prepared 
message like this (indicating). She takes the blood for the neonatal 
screening of inborn errors of metabolism. 

She invites the mother to visit the well-baby clinic and more 
than 95 percent of the mothers do so, with an average of 10 visits 
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in the first 15 fifteen months. There is no obligation whatsoever^ 
nor is tiiere any financial stimulus. 

Visiting the well*baby clinics is on a completely voluntary basis. 
Free access and the absence of financial or organizational barriers 
is considered essential. I^urses and doctors provide free advice. 
Well-baby clinics are situated in direct surroimdings of the dwell- 
ing place. 

As infant mortality nowadays has considerably dropped, our first 
priorities are in guidance of growth and development, earlv detec- 
tion of abnormalities and improvement of health and health condi- 
tions. Another major item of this is to combine these well-baby 
clinics with the immunization program, as most of the IXTP-Polio 
and MMR immunizations are given in the well*baby clinics. 

This is the explanation of our high coverage percentage in our . 
immunization s3^Btem. Ninety-four percent of our babies receive 
four irgections of DTP-Polio m the first 15 months. The MMR cov- 
erage is also 94 percent at this age. There is no l^al obligation to 
take part in owe immunization s^tem, participation is on a volun- 
tary basis and free of chaise. 

Tins leads me to a very important system, our financing of this 
preventive health care ^tem. In my p&per, "Youth Health Care 
in the Netherlands,'* you can find a short description of our insur-r 
ance system. Tlie most important fact is that preventive health 
care is fully paid by a compulsory national insurance law covering 
everyone living in the Netherlands. 

Access for mother and babies is free of charge and the total costs 
are about $100 million, that's about $125 per child per year. You 
can compare it to one day of hospital care. 

Besides that the cost of the immunization program is $70 million 
per year, it means $13 per iiyection, again, free of charge for the 
patient By that we reach an immunization rate of 95 percent, as 
said, at the age of 15 months. These costs are a part of our total 
cost of 8.3 percent of the gross national product. 

At the end of this statement I shall try to come to a prudent rec- 
ommendation, considering that all children below the age of five, 
and that's ebor\ five to six percent of your total population, form a 
group with weu-described health risks. It should be possible to real- 
ize free access for the health care system, curative as well as pre- 
ventive. 

It should be possible to create nationwide compulsory insiuance 
to cover the cost in tins respect. The leading theme in this process 
of changing has to be more solidarity and less solidarity, respective- 
ly less individuality of the whole nation, and that is not simple. In 
the Netherlands we learned a lot in the Second World War. 

After the Second World War our second class public health care 
became MCH for all. The ultimate goal is free access for all chil- I 
dren to the health system, curative as well as preventive. This pop- 
iilation approach will be very helpful in prenatal care, MCII care 
and school health care. The free access to the nealth care system 

f)re- and postnatal can be considered, as an investment, resulting in 
ower medical costs and an improved health condition of America's 
children, being tomorrow's adults. 
Thank you. 

[Prepared statement of Hans Verbrugge follows:] ; 




; PsxPAiSD Statkmint of Hans Verbrugok, M.D., DJ^il., Medical Oiticer of Ma- 

TONAL AND ChOD HkaLTH CaKK» DsPABTMSNT OF THE ChIBF MkDICAL OFnCER OF 
HbALIB, RuSWUK, NITHXRLAND6 



Mr. George Killer, your chairman, asked me to present aomb Innovative 
aspects of child health poUcy, as these aspects have reralted in 
■ajor and long lasting iaprovenents in child health status in the 
Hctherlands. They even Might be adaptable to the U.S. system of health 
care. Although Z feel very honoured by this invitation, it seens some- 
»*hat presuming that I, coming from a small country like the 
Hetherlands, should tell you now how to improve your health care system. 

As you know, health status is not determined by some single factors. 
It is the reault of a lot of determinants Uke the economic status of the 
popuUtlon, the attainability of health care, the knowledge of the people 
about health and health Influencing factors, positive or negative. 
EspeciaUy in the preventive health care the individual attitude to 
make use of the available health care system, (e.g. prenatal care or 
imunizaticnc) is very important. And last but not least in every country 
the present health status and health care system have to be seen in a 
historical context. 



I vould Uke to present you sooie major characteristics of our Dutch 
health care system. You will find more detailed infonoation in the 
papers I presented in the conference. 



Our preventive health care system started in the beginning of this 
century, fighting against a high infant mortality. Well-baby clinics %«here 
organized by pediatricians and private organizations to teach parents about 
adequate infant feeding especially when breastfeeding was decreasing. 
Mothers were taught how to protect and even improve the individual 
health of their babies. 
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Periodical consultations gave the opporti nity to guide the growth an**, 
development of the child and offer reasfura4ice to the parents. In that 
period people also discovered that even In the prenatal period it is 
possible to improve the health status of the ncother and her unborn 
child* Nowadays more than 95% of our pregnant mothers go for prenatal 
care to the family doctor, the mid%iife and (%fhen some pathology is 
suspected) to the obstetrician* Ten to fifteen prenatal visits are 
usual. 

After the second %rarld war the well^baby clinics became more and more 
popular* Tne first contact is made by the district nurse during a home 
visit in the neonatil period, the district nurse being informed by the 
local birth register* She invites the mother to visit the %fell-baby 
clinlc# and more than 95% of the mothers do so, with an average of 10 
visits in the first 15 months* There is no obligation whatsoever, nor 
is there any financial stimulus* 

Visiting the well-baby clinics is on a completely volixntarily basis* 
Free access and the absence of financial or organizational bariiers is 
considered essential* Nurses and doctors provide free advise. 
Well-baby clinics are situated in the direct surrounding in the 
dwelling-place . 

As Infant nort«*.lity nowadays has considerably dropped, our first 
{viorities ar'» guidance of growth and development, early detection of 
abnormalitiej and improvement of the health and the health 
conditions • 

Another ma^ ir xtem is to combine these well-baby clinics with the 
innunizatio i programme, as most of the OTP-Polio and MMR itnnxinizations 
are given in the well-baby clinics. T^at is the explanation of the 
high coverage percentage of our innunization programme. 94% Of our 
babies receive 4 injections DTP-Polio in the first 15 months. The MMR 
coverage is also 94% at this age. 




There i« no legal obligation to take part in our innuniraticn 
progranwc. Participation is on a voluntarily basis and free of charge* 

' This leads me to a very important item, the financing of our 
preventive health care system* 

In my paper Youth f;c!alth Care in the Netherlands you can find a short 
description of our insurance system. The most important fact is that 
the preventive health care is fully paid by a compulsary national 
insurance Uw, covering everyone living in the Netherlands. 
'Access for mothers and babies is free of charge and the total costs 
are about 100 milUon US-$ (about 125 dollars per child per year). 
Besides that the costs of the immuniration programme are 17 million 
dollars per year, it means 13 dollars per injection, again free of 
charge for the parents* 

At the end of this statement I shall try to come to a prudent 
r ecooRiendation • 

Considering that all children below the age of 5 form a group with 
well described health risks, it should be possible to realise free 
access to the health care system (curative care as well as preventive 
care) . It should also be possible to create a compulsary insurance 
to cover the costs in this respect. 

The ultiaiatc goal is free access for all children to the health care 
system (curative care as well as preventive health care). This 
population approach will be very helpfull in the prenatal care, 
the Maternal and Child Health Care and the School Health Care. 

Free access to the health care system (pre- and postnatal) can be 
considered as an investment, resulting in lower medical costs and an 
improved heajth condition of America's children, being tomorrow's 
adults* 
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Chairman Miller. Thank you. Dr. Miller. 

STATEMENT OF C. ARDEN MILLER, M.D., PROFESSOR OF MATER- 
NAL AND CHILD HEALTH, SCHOOL OF PUBLIC HEALTH UNI- 
VERSITY OF NORTH CAROLINA, CHAPEL HILL, NC 
Dr. MnxER. Mr. Chairman, Senator Chiles, members of the com- 
mittee, tha^ you for the privilege of meeting with you. I am espe- 
j J met and conv«»rsed with these gentlemen 

and Ms. Goodwm for the past 2 days. 

HnlS f* University of North Carolina con- 

ducted a study of 10 Western European countries that had better 
infMit mortality rates than the United States. The purpose of that 
study was to detenmne exactly what kinds of supports Ind services 
those countries render la order to achieve their favorable records 
That report has been made available to you. We have followed it 
with a contmumg study of those same countries, four of the coun- 
tries represented here are m that study, in order to determine 
what kinds of services and supports are available to chUdren, and 
what is the status of children's health. 

In my written testimony, I have prepared a summary of the find- 
mgs of that report. The full reix)rt will be available to you within a 
month or two. My comments today will not attempt to incorporate 
the full written testunony, but instead to highlight certain featuiss 
that may be of special interest to you. 

A fair question asks why study other countries. Can we really 
learn anythmg from them? We all know that services and supporte 
grow out of unique pohtical, social and economic traditions AmonK 
the countriM discussed today there are great differences in their 
health care financing, and in their provider systems. They are not 
fhJ^t ^u'?'' programs, and yet there are certain consistent 
themes that prevaU. It is those themes that I would like to empha- 
!!ff; ^ important to point out that even though there are 

profound differences among these countries, and even though each 
works out Its own systems of care, there are a lunited number of 
strategies by which young families and children can be helped It 
^ms to me important to identify those strategies and to buUd'on 

Before dealing with those themes, I would like to record a few 
circumstances that cau.se us to be concerned about the status of 
children s health in this country. A lot of attention has been direct 
ed to our high ipfant mortality rate; not so much attention has 
been given to t>ie fact that our mortality rates are higher for chil- 
dren in every ^e group through 19 years than in most of the coun- 
tries under study. 

In the age group one to four, the chances of death in the United 
btat^ are 1.3 to 2 times greater than in the Western European 
countries that have reported to you. The two points of greatest 
exc^ death in this country are in the one to four age group, and 
in the 15 to 19. Very different causes relate to those two groups. 

Death in tlie 15 to 19 year age group is largely associated with 
violence, much of it with handguns. Handgun deaths in the other 
countries studied are a rare event; they are a common event here 
In the age group one to four, interestingly enough, excess deaths 
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aLiO relate primariJy to iiyury. Iiyury, for the most part, is related 
to inadequacies of supervision and oversight of children, and in- 
/olvement in routine preventive health care 

Dr. Harvey emphasized the high proportion of our preschool age 
children who are not inununized. The importance to be attached to 
that fact is the high proportion of children who are d' , involved in 
ix)utine well-child preventive care. If one regards ixumunization 
rates as an indicator of children who are involved in such care, as- 
smnptions are justified that about one-third to half of our preschool 
age children are not participating in well-child medical supervision. 

Beyond that, good data are available, much of it reported by this 
committee, on the high proportion of our children who have no reg- 
ular source of niedical care. Or, if they do have a regular source of 
medical care, it is apt to be in an emergency room or an outpatient 
departnient that has no continuing responsibility for children and 
ofcen does not provide them with adequate preventive services. 

These circumstances are unknown in any of the countries report- 
ing to you today. No children in these countries need ever ask 
where they will get care or who will pay for it. They are all auto- 
matically enrolled, ordinarily in two systems of care, one to assure 
routine screening, immunization, well-child services, and another 
for consultation and curative care. 

Poverty rates deserve emphasis. They are the subject of intensive 
recent international comparison. It would not be hard to get medi- 
cal experts to come together around fche belief that reduction in 
poverty rates would do more to improve children's health than any 
other intervention. 

These studies used the United States' definition of poverty, apply 
it to the European countries, and determined what proportions of 
families with children lived in poverty using parity purchasing 
powers of income. We have twice as many children in poverty as 
any of the countries represented at this hearing. The poverty is 
more severe in the United States. Every country has mechanisms 
for alleviating poverty. Our mechanisms are just half as successful 
as the European countries. 

The means for aUeviating poverty are more generous for single- 
parent families than they are for other families. Unlike Japan, 
some countries, Norway is one, Netherlands another, do have a 
high proportion of single-parent families. The benefits available to 
those families are more generous than to conventional families. 

Within the past few days, emphasis has developed that in each of 
the study countries the routine, readily available programs of care 
for chronic illness and handicapping conditions are more consist- 
ently available than in this country. 

Finally, that as far as adolescent pregnancy, abortion and child 
bearing are concerned, our rates are much higher than theirs, in 
spite of the fact that available evidence shows that the age of onset 
of sexual activity is about the same in all of these countries. 

What are some of the themes that seem to be common for im- 
proving child health? The first is consistent, equitable, uniform 
access to health care without means testing and witl )ut payment 
at the time services are delivered. That circumstance is true of all 
the stu^ countries. Circumstances are much different in the 
United states. In North Carolina the process of means testing 
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takes much longer than a thorough examination. V^e work to keep 
people out of our systems of health care; other couLtries work to 
incorix)rate everjrone in their systexnB of care. 

The second point that I want to emphasize is that we tend to 
regard in our health care litems that pur client is an individual 
and we design our payment and insurance mechanisms around an 
individual pajment process. These countries do that, but they also 
r^ard that commimity as a client, and they provide financing in 
order to make sure that community services and resources are ade- 
quate to meet the needs thaJ^.cannot be met on a one to one basis. 
An example will serve again from my own state. Since the expan* 
sion of Medicaid eligibility and benefits, we have had a 25 percent 
increase in the vxanher of pregnant women seeking prenatal care 
in public clinics. The waiting time for that care has expanded any- 
where from 4 to 6 weeks. We do a thoroxigh job of educating women 
that they ought to get into prenatal care early and then delay by 
as much as a month before they 'jan have their first appointment. 
The clinics are not able to meet the demand and without up front 
funding, without improving facilities and staff, I don't think addi- 
tional case loads are possible. Fee for service reimbursement fund- 
ing is not the way public agencies are financed. They cannot 
expand their services on the basis of anticipated fee for service 
earnings sometime in the future. 

Finally, in all of the study countries there are thorough, well-es- 
tablished tracking systems to follow children and to make sure 
that no one is overlooked. The tracking systems are different fix)m 
one country to another. It may be by home visiting prc^ams as 
lAs. Goodwin described; it may be by computerized systems, or it 
may be by enrolling at the time of birth every infant on a panel for 
a {physician's care. But no one is overlooked. 

Again circumstances are different in this country, where we 
know a lot about pregnant women and infants at the time of deliv- 
ery, we know a lot about them at the time the children enter 
school, and we knv. 7 very little about them in between. There are 
vast numbers of children who are overlooked and involved in none 
of the appropriate and necessary services. 

The study countries consistently t^e a broad view of the sup- 
ports and services that are necessary to assure good health. That 
approach speaks to the importance of the family and the integrity 
of the family as a means for assuring the health and well-being of 
children. 

The study countries protect family care through paid leaves from 
employment, through assured return to jobs after leaves and 
through consistent non-means tested children's allowances to cdl 
families to enable parents to do the important work of staying 
home and raising their own children if they wish to. 

In the United States we have created a circumstance by which 
two incomes are required to support many families. Having created 
that circumstance, we have a higher proportion of mothers in the 
labor force than any of the study countries. U.S. mothers in the 
labor force are more apt to be full-time. Having created these con- 
ditions we do much less than any of the the other countries to pro- 
vide child care. 
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. Child care provisions are available at little or no cost in all of 
the countries, ordinarily for 80 to 100 percent of all 3 and 4 year 
olds. In this country we have about 29 percent of children in subsi- 
dized child core, and meet the need for only about 20 percent of 
those who would be qualified under Headstart. 

The price we pay for these neglects is enormous. A study in 
North Carolina a few years ago concerned children ages one to four 
who suffered death from bums,, one of the common causes of death 
in that age group. The study revealed that 67 percent of the chil- 
dren at time of death were supervised by care givers who were dis- 
abled> bedridden, inattentive, inebriated or absent. Under those cir- 
cumstances of child care, the chances of death from burning were 
seven times greater than children who were under adequate super- 
vision. 

Let me close by saying that I admire so much the work of this 
select committee. Your support for children is well-known and en- 
thusiast ^ly applauded. I want to remind you that we still have 
enormous needs to meet and that we still have no well established 
national priority to serve the needs of our children. I €mi one, along 
with others, disappointed by the fact that when we begin formula^ 
ing objectives for the Nation for the year 2000, there is no priority 
for children; there is no priority for families. The supposition pre- 
sumes, that if we take care of everyone, we v/ill take care of chil- 
dren and families, too. But we don't. 

Thank you very much. 

[Prepared statement of C. Arden Miller follows:] 
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^''lw!f°H®'^JJ"S!! °' ^™ P^TOSOR or Maternal and 

The foUowing infoni^adon and intcrprettdons derive from a study in propws dcaUng wiih 
preventive health services for children in ten Western European countries. The study is based in 
the Department of Maternal and Child Health. School of PubUc Health, Univenity of North 
Carolina, Ch^ Hill, North Carolina. The project director is Dr. Bret Williams, Research 
Associate in that department 

Vcrt>al testimony wiU attempt to inco^x^ratc additional information and perspectives from 
presentations at ihe "Conference on Ooss-National Comparisons of Child Health", Washington, 
DC, March 17- 19,1990. 

C.AnlcnMiUcr,MJ). 
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Goocems about U.S. excess infant mortality feature international comparisons wbich 
demonstrate adverse trends for the U.S. when measured against the progress in other 
industrialized democracies. Contributiug factors favorable to other countries are thought to 
include: 

• reduced unintended pregnancies; 

• consistent participation of pregnant women in eaiiy and continuous prenatal car^ that 
\s available without financial baniers; 

• linkage of maternity care to ccmprehensive social and finandal benefits that enable 
pregnant women and new mothen to project dieir own well-being and to nurture their 
infants; 

• careful monitoring of pregnant women and newborn infants for social or medical 
problems that require special attention, and easy access to die indicated supports and 
services. Home Visitors are a conspicuous feature of the monitoring system in a 
number of die countries (Miller 1987). 

New attention focuses on the sad circumstance that many unfavorable indicators of child 
health in the U.S. ex;end well beyond the first year of life. 

• Excess Mortality. Death rates for U.S. children are higher than for their Western 
European counterparts at all age groups through age 19 - higher by a facujr of 13 to 
2.0 for children 1 - 4 years of age (NCHS, 1989). As with infant mortality, survival 
rates for children are improving in all industrialiA^ nations, but more rapidly in 
Europe than in the U.S. Excess U.S. mortality among children is almost entirely 
attributable to deaths from injury. The leading namral causes of children's deaths - 



69 



66 



congenital defects, m nl i g n a nci es, and respiratory infcctioa^ - occur a: about the 5?trv> 
rates among all the leading industrial nations. U.S. deaths from drowning, bums, 
handguns, and misadvcnmre with autonwbiles. exceed those in Western Europe by a 
substantial margin (NCHS. 1989). The high homicide rate among children in the 
Western world is almost a uniquely VS. phenomenon (Rockctt et aL. 1989). It is the 
leading cause of death &om injury in the first year of life (Waller et aL. 1989). 

Excess U.S. deaths among children arc concentrated in two age groups: 1-4 
and 15- 19 years of age. In the U.S. children in their late leens arc the only age group 
for whom deaths have increased rather than diminished since 197C (Fingcrhut & 
Klciimian, 1989a). TTiree out of four teen-age deaths are due to homicide, largely by 
firearms; these deaths have increased by 31 percent since 1986 (Fingerhut & 
Kleinman, 1989b). In 1986 there were more than 1000 firearm-related homicides 
among U.S. males aged 15 - 19 years. In the sarat year there were 25 such deaths in 
CanTida, Japan, England and Wales, Sweden. West Germany, and hizncc - all 
together (Rngcrhut & Kleinman, 1989b). 

Many deaths among 1-4 year-olds are associated with inadequate vigilance and 
supervision by care givers. TTie leading causes of death art bums and automouile- 
rclated injuries. An analysis of all fatal house fires in North Carolina during 1988 is 
instmcdve. Sixty-five percent of child fatalities from bums were associated with a 
care giver who was absent, inattentive, inebriated, or bed-ridden. A child under five 
years of age was seven times more likely to die in a fire under these circumstances 
than a child in a house fire where a non-compnwniscd child attendant was present 
(Guglemann, 1989). 
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Mocc than half of amocxubile-xdatal (kaths among 1 • 4 
pedestrians aad cyclists ^ often in drivcT^ys and ptridng lots — nuhcr tfain to 
occopams (NCHS, 1989). Ptdestiian death lates ait M^iest among ooe-year-old 
duktea (Baker & Waller, 1989). ChiklnmasamomobiIeocaq)imsarce3pcdany 
vQlnenl^ma]cobcd*xeUtedcra.<6es. Datmgathxte-yearpenodinNdctfaCarofiDa 
moittfaaa half the deadis in alcofaol-zehzed crashes occurxtd among cfaildztn as 
passengers in cars widi an aIcob(rt<onqjrDmiscd driver (MargoB^ 
AbnseandNeglccL Abuse and ne^ea of U.S. children axe wcQ-docoiDemBd 
problems thai have increased during the 1980'$ beyond what can be anribuied to 
reponingarTito(ScIeaConnmticc,1987). TTie same pjobkms arc known to exist in 
aU of the study countries wids fieq-jcixxes gexieriUy considered to be rnoch le» 
xntheU.S. Indirea evidence supports those assurnptions--homidde rases and other 
xxseasures of social dysfunction suggest dm we are a more vicrfent society than 
Western Europe. Their is every reason to t«licvc that violcccc impacts 
disproportioQately on children- but daa from Europe are lacking. QuLi abuse is rot 
generally reported to national amh<»itxes, and surveys have not generally b.'ca done. 
Rmidpation in Preventive Health Care. Two xncasures stand out to sq>arateU.S. 
diildrcn from their European counterparts with respect to well-child nwpry] care. 
The first is idcniificadon of a regular source of care, and the seomd is the 
inununization rate for preschool-aged childrexL 

1. A Regular Source of Care. Seven to twelve percent ofU^. children have no 
regular source of medical care (poor. 12 percent; not poor. 7 percent). Another 16 to 
34 percent identify as a regular source an institutional place, such as aclinic or 
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ho^ittl enwfcocy nwm (uit»n poor. 34 pciceni; not uibin, 
Kasper. 19S7). Avaa«blcdattdonotcniblcaccurixedisiggrega^ 
instimtkjoal places acconimi 10 spoo^^ 
ExxKijency xooott woukl scktom rca^ 

dcvetopcBcnttl evrimtiom, imrncmzatjoot, and actiapaxocy guidance, dimanngbt 

beceniCTofcoiyetoisivecou muni ty-^w^ 

nagla feamtc walk-in M|Je-paipoK viats for fioj^^ 

j^^j^p^t EsrimaiejoathcpropoctiooofU.S.d'^Jdrmwi&a^ 

regular services <rf nwfical care nuigc between a aM 

ecooooncstatu$andplacc(rfre$idcocc(Ka^rl987). Use <rfinsiituiiooal places 

nte than physiciaas' ctfBccs ^)peaB to be increasing, and © 

by Medicaid efipbaiiy. For poor children. Medicaid coverage was associated with 

ody 4 percent greater UkemKXxi of secng a physidan than being w 

(Kasper. 1987). 

Cfaainey enphasizes that the U-S. difite frotn nxm odjcr nations in atan^ 
to provide prcvcndvc hcauh care tough a personal health C2TC system fci^ 
oTjx-bascd private physician pracntioners(aiaraey, 1986)^ In most other countries, 
routine pievcntiv-e health care fix children is rendered by public health nurses ^ 
other personnd in setcngs Owme, school community clinic) diff^ 
settings in ^hiUness care is fcamied. The U.S. effort to integrate pre\-entivc 
health care into primary private practice settings appears to work well for most 
children in families who are well intcgrMcd into middle-class instimtional pattems. 
The system may not work well for poor children, or those who present problems 
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dKivcfiDmcooqto social dysfunc^ la general chfldrca'sphysidans do not 
spcal nKx:h time on prevcmivc care (CbaiDcy, 1986). One study revealed dm 
tmkapttoiy juidtncc consuiDcd only 8.4 perccm of d» 
ptticnts yooa^ than five n»nda, and 7 sectHxis for 13 to 1 8 ycir-^!ds 
Biiw,1980). Even i»*cn efforts were made to intcnflfyofiE«-bascda^ 
gmdaoce andto fbcas it on injury prcventioo, the results i^-crc disappoinnng 
(DcrAcwiiz& Williamson, 1977). 

On the odjcr hand, at least two wcU<ontrcUed studies demonstrate that 
visiting is associated wth subsequent rcducdon 'n eariy childhood injuries (Olds ct 
aU 1986; Larson, 1980). In spite of these findings, home visiting to pregnant women, 
new axxhers. and Acir infants are rarities m the VJS. (Cbnyer, 1985). 

Grcumstanccs concerning usual sourcet of health care are very dififerent in 
European countries No child or parent need ask where care wiU be rendered or how 
it wiU be paid for. From <me to direc readily identic provider systems enroU every 
childincareandinvoIveUttleifanyout-of-pcckctexpenditures. Inmanyofihc 
countries (eg. Denmark, Ireland, Nctfaeriands, Norway, Switzerland, United 
Kinjidom, and Bcl^um) post-natal home viriting by a health visitor or other provider 
isroutinefa-cvcrynewmothcrandinfenL One ofdje tasks oftfac home visitor is to 
assure that any indi ca t ed follow-up medical attcnuons for the infont are attended to, 
aiid that the infant is licked to a continuing source of medical cart. 

In several of the countries, continuing care consists or enrolling the infant o.i 
the pa.jd of patients for which Ac famiiys physician. usuaUy a general practitioner, 
is responsible. Pediatric care ii; usuaUy hospital based for purposes of consultatica 
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In (xber countries, tbe infiuu can be taken for foUowmp care to any physician of cbe 
paitm'scboice under a national financing system that assures universal and equitable 
access. Very often visits to these providers would be made only at tbe time of illness 
be cause yet a different system of care routinely follows infants and young children for 
developmental cbeck*i^ screening, andcipausy guidance, and in...u]m7«tions. 
Tliese clinic systems are extensive in Spain. Ireland, UiC, Nedieriaods, Erench- 
speaking Bel^um, and Norway. In West Germany, France, and Switzeriand these 
community children*^ cunics are available only in locales of special need, as for large 
concentrations of foreign woricers* families. The neighborhood clinics may be 
organized and run at the community level under central government mandate and 
^^oancing (e.g. Norway), or run under government oversight and financing but 
operated by quasi-public agencies (Netherlands and Frcnch-spcaldng Belgium), or 
operate as extensions of a school health service reaching downward into the preschool 
age group. The exceedingly high proportion of European 3 and 4 j car-olds who are 
enrolled in government-operated prescbools (three-fourths or more in France, West 
Gennany, Netheriands, U.IC, Belgium, and Spain) assures that these children have 
had physical examinations, devotopmental dieck-ups, and routine immunizations at 
an early age. 

Z Immunization Rates. Immunization rates of young children are useful proxy 
indicators of participation in well-child care. The utility is not perfea because group 
immunization of children is sonxtimes done without incltxiing any of the other 
components of preventive care. That practice is not usual in advanced nations except 
occasionally for subpopulations threatened by epidemic. Among the nations in this 
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study wc believe tlm completed iinmunizanons for children under three years of age 
are a useful reflection of participation in some defined sequence of continuing care 
that is more comprehensive Jhan the immunization itself. 

Accurate data on the immu xation rates ofU.S. children arc elusive. National 
surveys conducted by the Centen for Disease Control were disconunued after 1984, 
but hopefuUy will be resumed in the near future. Neariy all states require evidence of 
iimnumzation at the dnjc of school entry, so the level of protection for school-aged 
children is quite high. The txvxt vulnerable age groups are preochoolcrs and young 
adults, both of whom have experienced recent outbreaks of measles. 

Preschoolers who are enrolled in licensed care such as Headstart are nearly all 
immunized, but they represent a smaU proportion of the total cohon under three years, 
by which age aU schedules of weU-child care recommend completion of primary 
iimnunizaiions. The best and most recent data on immunization rates for U.S. 
children between 1 and 4 years of age derive from household interviews of a sample 
of the civilian non-inswuDonalizcd population between 1983-85. Data of two sorts 
derive from that survey; respondents who rely on recaU, and those who have a written 
record which they consult (NCHS, 1989). Those with a written record (35 percent of 
white respondents, and 19 percent of others) report, as would be expected, higher 
immuni^tion rates. Only those children vho had received at least one immunization 
would have a written record, and it probably would be located moit commonly amopg 
famiiies who make frequent use of il 

U.S. immunization rates for very young children are much lower than in the 
European countries. The European data bdicate 90 percent or better immunization in 
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inostofthecountrie$,aiKibeaBrthan80pen:entinaUofthein. The U^.datt reveal 
that only half to two-thirds are conqiletely immunized, the razes being especially low 
aiDong minority and inner-city populatiotis, and tending to get worse in the most 
rccentyearsforwhicfadataaie available (Select Cdmmittee, 1989). Most of the 
European countries in die stody maintain conyuterized data systems to monitor 
immunizations; trends in recent years have been toward noore cofxq)Iete immunizatioa 
(Bytchenko, 1988). To the extent that immunization of young children serves as a 
proxy measure for participation in well-child care, coodusions arc justifed that one* 
third to one half of youn^ U.S. children are being missed. 
• Social Supports 

1. Benefits Associated with Childbearing. The substantial supports, services, 
and financial benefits associated with childbearing in the ten European countries were 
previously reviewed and compared with circumstances in the U.S. (Miller, 1987). 
Additional reliable data are available on tax benefits and income transfers Cor the 
purpose of alleviating poverty anxmg households with children (Smeeding & Toirey, 
1988; Smeeding, Torrey, & Rein, 1988). A repon from the Commission of the 
European Communities provides extensive data on child care (day care and 
preschools) among the European naticms (Moss, 1988). 

2. Alleviation of Poverty. A popular ethic holds that adversity has a 
toughening efTca that enhances initiative and cultivates resourcefulness. Data point 
in the other direction with relation to children bora in poverty. Starfield has written 
extensively on tlie subject She wrote: '^Poor children &x mure likely to become ill, 
more likely to suffer adverse consequences from iUness, and nwre Iikc*y to die than 
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• ottochildrcn''(Staificl4 1982). '*Thecff(« 

and biologic factors. An analysis of maternal education, socioeconomic level, and 
childhood deaths revealed a major socioeconomic effea on the moitaUiy of children 
and tecnagen- (Mare. 1982), 

Child health experts the worid o/er might wcU come together behind the 
uu^ian ideal that climinaiion of poverty would do more to improve children's health 
than any other objective to be hoped for. The ideal is more vigorously punfucd in 
Western Europe than in the U.S. Many analysts have reviewed the sad circumstance 
that in the U.S. children have become the predoniinate age group Uving in poverty: 
that the proportion increased dramaticaUy early in the i980*s. affecting nearly one in 
four young children; and that circumstances for children did not improve in the late 
1980*5 as other indicators of national economic wcU-bcing were said to recover. 

Smccding and Torrey made ingenious use of the Luxembourg Income Smdies 
to compare the extent to which different nations alleviate poverty among households 
with children (Smccding & Torrey. 1988; Smecding. Torrey. & Rein. 1988). For 
purposes of comparison Smccding and Torrey used the U.S. government's standard of 

werty. adjusting the dollar amount of the U.S. poverty line by conversion to other 
currcnciesandusingstandaidpurchasing.powerparities. The years of reference are 
1979-81. TTie U.S. had more poOTchUdrcn and more poor famiUes with children than 
any other country in the study. Inclusion of non-cash income benefits did not 
improve the relative condition of U.S. children. Non-cash benefits are consistently 
oorc generous in the otncr countries. The U.S. absolute poverty rate for families with 
children (17.1 % in IW-Sl) was more than twice as great as the rate among other 
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countries in the health study (West Germany, Norway, Switzerland, United Kingdom; 
average, 7.9 

The poverty of U.S. children was more severe than in other countries. Three 
and a half times more U.S. children were in the lowest 75 percentile of poverty (9.8 
%) than children in other study countries (West Germany, Norway, Switzerland, and 
the United Kingdom; average rate, 2.7 %). The differentials were not eliminated by 
disaggregating data on the races. The poverty rate of white children in the U.S. was 
higher than the rate for all children in the other European countries. 

Some faimly structures arc more vubcrable to poverty than other*. The U.S. 
poverty rate for children in one-parent families has received much attention. Other 
countries with a high proportion of single*parent families protect them from such high 
poverty rates through special benefit programs (e.g. Norway and Switzerland). 

All countries alleviate poverty to some degree in households with children, 
either by means of tax or transfer benefits; none of the countries has entirely 
eliminated poverty among households with children. Overall, the U.S. programs 
reduce the pre-transfer poverty population by 17 percent; programs in other countries 
reduce the number of families in poverty by twice as much. 

U.S. programs differ from European approaches in two important respects. 
U.S. pre-transfcr^st-tax programs tend to be means-tested, whereas European 
programs are vaon universal, relying on social insi^rance based on employment 
history and on children's allowances across all socioeconomic groups. Medicare for 
the elderly is the major social insurance program in the U.S. that is not means tested. 
As a consequence, the relative per capita social spending for the eideriy is more 
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generous in the U^. thin in Europe. When the per capim social spending for chxldxen 
is held constant at 100 in all countries, the U.S. spends more per capita on the elderly 
than any other country (O'K.ggins, 1988). 

The second major difference between U.S . and European programs is the 
participation rale of poor families in programs for which they are eligible. In other 
countries effons are made for the p?ognuiis to be inclusive - reaching all eligible 
families. In the U.S., through budgeting caps, enrollment barriers, and state^based 
eligibility limitations, the prog.ams have the effect of being exclusive ~ designed to 
keep people out Fewer than half of poor families in the U.S. participate in such 
poverty-alleviating programs as WIC. Food Stamps, AFDC, Medicaid, and Headstait 

Data during the 1980s suggest that circumstances have worsened for poor 
children. Between 1977 and 1980 the poorest fifth of U.S. families experienced 
reduced income by 1 1.8 percent, while the richest fifth gained 30.3 percent in family 
income (Grecnstein, 1990). 

Z Preschool Child Care. Vigilance over the safety and supervision of young 
children in the U.S. is a matter of growing concern. The contributory factors are 
especially great in the U.S. because of the large proportion of parents working outside 
the home and the expense and inadequacy of day care arrangements. The mothers of 
more than half of preschool-age children in the U.S. are employed outside the home, 
80 percent of them full time. Hfteen percent of all U.S. households with children 
have a preschool child in a lone-parent family; 59 percent of those parents are 
employed outside the home. These circumstances require provision for child care far 
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in excess of the European countries studied, yet our access to child care services is far 
less than in Europe. 

We have a smaller proportion of four^year-old children in preschools than any 
of the European countries smdied despite a higher proportion of mothen of preschool 
children woridng outside the hovoc. Even anaong our nx)st affluent families, 
preschool participation rates (53 percent) are lower than in Europe. Azrong poor 
families, only 29 percent of U.S. four-year*olds are in preschools. 

Enricheo and qualified preschools are knO'vn to be safe (Chang et al., 1989) 
and for pover 'tvel children participation is known to be associated with improved 
health and socializadon into young adulthood (Lazar & Darlington, 1982; Weikart, 
1989). Hcadstart is the most extensive public preschool pnjgram for poverty-level 
children in the U.S. Twenty-two percent of ihrce-to- four-year-olds qualify, but the 
programs enroll only twenty percent of those who are eligible (Weikart, 1989). 

Kamcrman emphasizes that neither maternal employment nor out-of-homc 
cWld care is a condition that is in itself harmful to children (Kamcrman, 1984). What 
may be exceedingly harmful are makeshift arrangements for child care. Qualified 
infant and toddler care for children under three years is both rare ai:d expensive in the 
U.S. For three-to-five-year-olds care in preschools or licensed centers predominates, 
with about 25 percent of children cared for in homes or family day care which may or 
may noi be registered (Kahn & Kamerman, 1987). For infants and toddlers care in 
hoojes predominates, often without registradon or regulations for safety. Stipek and 
McCroskey estimate that 40 percent of U.S. preschool children are in family day care 
aiiangements, 70 percent of which are unlicensed (Stipek & McCroskey, 1989). The 
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average annual cost is a formidable $3,000, representing ten percent of the average 
annual household income {Sdpek & McCroskey, 1989). 

Favorable child care circumstances are nnwe charactcrisdc of Western Europe 
than the U.S. (Moss, 1989). European thrce-to-five-ycar-olds are typically caitd for 
in government-regulated and -subsidized day care centers or preschools at little if any 
cost to their parents (Tietzc & Ulfcrman. 1989). The supply of such placemcnu is 
generally sufficient to meet the need. Day care for infants and children 0 - 3 years of 
age ii also regulated and subsidized in Europe, but not always in a quandty sufficient 
to meet the demand, resulting in a "gray market" of uncertified day care in some 
countries and of waiting lists in others (e.g. Denmaik. where the employment rate of 
women is especially high). Fees for ccitified and public day care arc determined on a 
sliding scale that seldom exceeds 20 - 35 percent of acmal cost Many centers are 
open from 6 o*cIock in the morning until 7 or 8 o'clock at night; in some area! die 
centen arc open 24 hours a day in order to accommodate the children of piuenu who 
work at night (Moss, 1989). 
Every nation's instimtions and human services grow out of their respective unique 
traditions. None can be readily transposed to another. Yet there a a limited set of strategies 
known to benefit childbcaring women, infante, children, and young families. Many indicators 
point to the failure of U.S. instimtions to protect these vulnerable populations with supports and 
services of known effectiveness. Our traditions move toward the neglect of children; their welJ- 
being suffers in comparison with those in other advanced nations. We face the risk of a growing 
Third World quality that characterizes the stams of U.S. children's health. 
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CofTtcdve measures wiil not be easy. Much anentioo focuses on reforms in the financing of 
medical care and tax benefits for day care. These reforuis aie legitimate and urgent They are 
not to be sufficient without concunent progress in moving children and young fazziiiies out of 
the blight of poverty. Growing wealth among the richest sector of the population l« not yielding 
trickle-down benefits f<^ the in^ved health of U.S. children. 
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Ch ai rm an Miller. Thank you vexy much, Dr, Miller, for your 
testimony. 

Let me just say to each of you on the panel that vbis is more 
tLau an abstract discussion. There is, in fact, a serious discussion 
taking place in the Congress currently about how we start to pro- 
vide a comprehensive, universal program for pr^nant women and 
children, some programs for yoimg children and some children up 
to the age of nugority. 

Later this afternoon I will be testifying in front of Congressman 
Stark's committee, the Ways and Means Committee, that is looking 
at doing this through the Medicare system. Congressman Wazman 
is considering such a proposal through the Medicaid system. So 
what you're telling us here today is also being factored into the 
current l^islative processes. 

T h a nk you for your testimony. Vm encouraged by it because 
there are so many models that we can look at. Tins isn't a problem 
that we are going to solve by taking one item and increasing the 
health of our children. I am embarrassed by it because we have 
failed in 200 years to embrace such a policy."* 

Birt, let me ask you, if I might start with you, what seems to 
come across is interesting in a sense that, as Dr. Miller pointed out, 
this is not a cookie cutter operation. Other coimtries haven't ar- 
rived at the same financing mechanisms, the same delivery sys- 
tems, the same accessibility, 1 ut it seems to me that there is a dra- 
matic philosophical difference. 

That is, in each of the programs that has been discussed here 
there 'S a notion that you are entitled to health care, whereas in 

T swstem it would seem just the opposite. It's there if you can 
^.iibrd it. If you can't afford it, you're not entitled to it. 

Then, of course, we construct a delivery system for poor people in 
this country. As I think Dr. Miller pointed out, I'm not sure the 
members of this Committee can fill out some of the applications to 
become eligible. They've now taken cn a booklet form. Rather than 
being proud of a system that would deliver health care to the Royal 
Familv, wc seemed to have designed a system that would be embar- 
rassea if a Rockefeller accidentally or intentionally took their child 
to this program and got free care. 

How serious is that philosophical difference, u I'm correct> 'n 
terms of our ability to design this system? 

Dr. Harvky. I agree with you. It's there, and it presents huge 
problems for us. Take a teenage mother who hae li<*r baby and 
wants to get that child on Medicaid. Can yov pictura a ^ 6-year-old 
having the docianentation, being able to go in, and filling out those 
kind of forms? It's a tremendous barrier, and I think we Co con- 
struct barriers to access to care. 

The trouble is, even beyond that, it's a two-tier system. It's an 
unequal system, a terribly imequal system. Even Medicaid in itself 
is inequitable. A child doesn't pick one state to live in in contrast 
to another^ Even within the same state, you can find under Medic- 
aid that a 3-year-old will be covered for pneumonia while a 5-year- 
old sibling will not be eligible for care. 

If you forget Medicaid and look at how we treat children based 
on disease. We have established the most elaborate program for 
children who have kidney disease. If you have end stage renal dis- 
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ease, no matter where you live, what your income, you can have a 
kidney transplant. 

If you happen to be a child that has end stage lung disease or 
liver disease, you darned well better hope you have mighty good in- 
surance or that you're in a st©^ where Medicaid will pick this up, 
but your chances are like roulette. It's based on the organ that 
happens to be involved — kidney versus lung or liver. 

In our *:rippled children's programs, imder Title V, some states 
will cover a child with leukemia, but other states won't. The child 
doesn't choose what state to be bom in. He doesn't have a right to 
choose his or her parents. We ought to *iave a level playing field 
for all chixuren. 

We ou^t to give all children as good a chance at equity as we 
can. Obviously; we can't do it pei. *;ctly, because every family is dif- 
ferent, but at least we can give them a chance for equal health 
care. I agree with you; that's what we don't have in this Nation 
and what we do need. 

Chairman MnxER. Dr. Pless, since the program is relatively new 
in Canada, obviously the continued fear seems to h=? here that if 
we're to make a program universal, the cost will simply explode on 
us and will be out of proportion to the value returned, if you will, 
in improved health care. 

Yet when I look at the per capita cost, obviously in Canada, it's 
lower. We have more members of Congress going to Canada to look 
at health care now that probably your growth industry is enter- 
taining members of Congress looking at health care. 

How is that achieved? You''>e been in both systems and yet our 
health care costs are just continuine to escalate almost more rapid- 
ly than any other cost in the econoniy. Yet yours aren't and then^'s 
relatively free access to the system. 

Dr. Piiss. I'm glad you asked, because I was going to ask for an 
opportunity to add to what was just said so eloquently, to remind 
you of precisely thai component. 

The actual administration of health care costs in Canada— there 
are three parts to the answer. One has to do with the fact that it's 
a great deal less expensive to administer our system of health in- 
surance than it is to administer the Medicare and Medicaid compo- 
nents alone. The difference has been estimated by good health 
economists to be in the neighborhood of about $6 per capita. 

That is to say, our entire system can be administered for $21 pe. 
capita. It costs you $26 per capita to administer just the Medicare 
and Medicaid components alone. So the savings in administration 
are enormous, absolutely enormous, that's one thing. 

The second thing is, and this will not make me popular with my 
physician colleagues 

Chairman Miller. Let me ask you just for clarification, for my 
own ck^yxication, when you talk about administrative costs we get 
into discussions here between private and public programs and 
transactional costs. Transactional costs, that's what we would con- 
sider just the processing of the forms? 

Dr. Pless. The whole smear. 

Chairman Milusr. When you talk about administrative, you're 
talking about the whole administration? 
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Dr. Pucss. Everything from the cost of filling out and processing 
those forms to insuring that the information contained in them is 
correct and the delivery of the checks, and what not. 

The second part, of coiurse, is that we really can control cost? 
more effectively. This is not to suggest that we haven't had an in- 
crease in health care costs, and it has alarmed many Canadians, 
including the economists. But the fact is that the government can 
say to physicians when it sits down and n^otiates with physicians, 
what they're billing chsorges will be, and they cannot exceed them. 

One tsiks about the uidiappiness of Canadian physicians, but we 
have not had the massive migration south of the border, as some 
people fancy. In fact, it has been recently pomted out that the mi- 
gration in the other direa -^n equalizes any losses. So there are a 
fair niunber of physicians co mg to Canada because they feel more 
comfortable in a S3^stem such as oui3. 

Of course, the third component, and perhaps the most important 
component, is the ability to control possible costs. Although we 
have a fairly lavish system in Canada, probably far more lavish 
than many of us feel it needs to be, it nonetheless can be controlled 
far more effectively, and has been controlled far more effectively, 
than has yours. 

Chairman Miller. Thank you. Let me ask you, Mr. Manciaux if I 
just might, and then I want to ^ve other members a chance to re- 
spond. Let me ask you, you talk in yorr tsstimony about the follow- 
vup treatment for 80 percent of the preschoolers that have been 
screened. How do you achieve that level? 

Mr. Manciaux. I mean that, if the screeni-u? ly the MCH team 
or the school health team demonstrates any abnormality to be con- 
firmed and to be cured by private physicians, specialists or by hos- 
pital units. The coordination is assured between the MCH team or 
the school health team and doctors in private or public practice. 
Eighty percent of those children found by the screening test 
having, for example, a hearing deficiency are effectively and some- 
times efficiently followed by the private and the public sector out- 
side of school, it is only a control of the efficacy of the system. 

Chairman Miller. Let me ask you, is that by referral from the 
MCH teams, or is it at the parent's initiative tiiat they then take 
the information given to them by the screening team and follow 
up? 

Mr. Mancuux. It is both, as a matter of act, because parents 
are asked, of course, to follow up what has been fotmd on their 
child. At the same time a letter is sen by the MCH team to the 
physician or to the hospital department chosen by the parents and 
the coordination is insured by this letter. 

One point more, 3 months after, for example, the MCH team 
asks the schoolteacher or the parents whether the follow-up has 
been insured, and the answer is yes in 80 percent of the cases. 

Since I have the floor I would like, if you permit me, sir, to say a 
few words concerning new aspects in the French health policy 
which are linked with the recent act on decentralization, giving 
more competence and responsibilities to the departments. 

After two centuries of very high centralism, this decentralization 
created some problems. In some departments these territorial units 
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now in charge of MCH and other responsibilities in the field of 
health, some disparities appeared. 

For example, some departments did better and more for children 
than others. At the b^inning of this decentralization the central 
power did not want to interfere in order to respect the autonomy 
and the freedom of the local level, but after having found these dish 
crepancies between departments, sometimes, for example, an m- 
CTease m the rate of premature deliveries, the central power decid- 
ed to intervene and to pass an act which has been effectively 
passed last December, in order to fix a minimum level of care that 
should be insured m all departments. 

So it is a combination of freedom and autonomy at the depart- 
mental level, but with some level which is gurranteed by the inter- 
vention of the central po.ver. Thank you. 

Chairman Miller. Thank you. Mr. Holloway. 

Mr. Holloway. Thank you, Mr. Chairman. Let me start out by 
asking a question of the countries represented here. What are the 
pohcies of vour countries as far as immigration is concerned? What 

15 ^he number of immigrants you have coming in that you have to 
care for through health prc^rams, through child care programs? As 
you ta-Dw, we re a country of many races, our country is a melting 
pot ot the world, and we have a tremendous problem associated 
with that. 

I would just like to know whether you have the same type of 
probiems we have, or to the d^ee that we have them. 

Chauisia^n Miller. Whoever would like to respond. 

Ms. Goodwin If I can just say that in England there are some 
parts of some of our inner cities which are almost 100 percent im- 
migrant pOTulaton, for example, Indian, Pakistani, Bangladeshi 
tamihes, whose mothers were bom m those countries and the chil- 
' dren were bom in my own country. We don't collect any indicators 
on a racial basis, we collt^t our "Jata on social class. 

Mr. Holloway. May I go a lit. le iVirther fjo p^k, what is your cur- 
rent polipy toward allowing immigration, and how strict are you on 
allowing immigrants to come into the your countries? 

Ms. Goodwin. We have restricted immigration over the last 10 to 

16 years, to the point where the only people who are probably 
coming in from the countries, Afro-Caribbean, Asian countries, are 
those who already have links or family in England. 

Mr. Holloway. If you do cateh illegal immigrants, what happens 
to them? ^ 

Ms. G<x>DWiN. Well, they get deported eventually after the due 
process of appeal. We're expecting, of course, a large wave in from 
Hong Kong sometime in the next 10 years. How we deal with that 
as a country going to be interesting. 

Mr. Holloway. In a follow-up to tliis I'd like to hear if you 
would agree we have a tremendous problem to address here that 
you do not. We have a problem of immigrants continuing to come 
m, particularly from Caribbean countries, from Mexico, as well as 
from many other countries. 

I wish you would, if you have any ligbt to shed on the subject, 
propose solutions to our problems with immigration. We cannot 
make the long range forecast that you can in your country. We 
cannot say we have 40 million people today and we're going to be 
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addressing 40 million people in the years to come. We can't do that 
and rd like to hear if you have any input on this problem. 

Ms. Goodwin. Fm not quite sure what you're asking us, Mr. 
Holloway. In my country we have at the moment about five per- 
cent ethnic minority populations^ and that number, in oiu* case, 
could well increase unpredictably in the fiiture with foreign policy 
changes. 

The way we, 1 think, approach meeting the health n^eds of such 
populations is at lix»l levpi bv looking at the populations, the prob- 
lems they present and introducing modifications of our editions to 
our existing progiams, for example* the one I've been talking to 
you about, which is specifically targeted to those populations and 
which respond to their needs. ^ 

I can't answer the broader poKcy issue, I'm afraid. 

Mr. HoLLQWAY. You would agrea that we have a much greater 
problem with immigration than your country does? 

Ms. Goodwin. You're telling me you do, I accept that you do. I, 
don't think it means that you have insurmountable difficulties. We 
ha-^e similar sorts of problems and we have our own and have 
found our own solutions and I think you can learn from some of 
the things that we've done as well. I don't think it means that our 
countries caimot in an^ay be compared to yours. 

We also have minorities, significant minorities who have much 
higher levels of morbidity and mortality, .'^nd we have to tackle 
them in our way as you do. 

Mr. Holloway. Five percent of your population being inmii- 
grants is a very small |)ercentage compared to ours, very small. 

Ms. Goodwin. That is only Asian and Afi*o*Caribbean. We have 
ether groups. We have vivy large numbers of homeless fsunilies, we 
have gypsy and traveling mmilies, and we have some others, as you 
do here, a very large proportion of what I call an xmder class, 
people living in poverty. 

One in three of children in Britain live in or on the margins of 
poverty, and I consider those to be PS much a group requiring spe- 
cial attention as immigrants, because immigrants are poor people 
generally speaking. It is the poverty which is the problem^ not the 
race. 

Chairman Miller. Mr. ^ agner, I see you chompiL ^ at the bit. 
Mr. Wagner. I just want to make a quick comment. 
Chairman Miller. I don't think I can stop you, so go ahead. 
[Laughter.] 

Mr. Wagner. I work for the World Health Organization and one 
of the member states that I'm responsible for is Israel. So I know 
quite a bit about their child health care system and so forth. I'm 
sure you know, Mr. Holloway, that their immigrant population far 
exceeds the United States. 

At the same time their cliild health indicators are essentially as 
good as the United States. One of the things that they have had for 
many, many, many years is universal access to child health care in 
Israel. In iialking to the Israeli authorities, they have struggled and 
struggled with these nu isive immigrations of people from tX\ over 
the world continuing toda^. 

It's a terrible struggle for them to try to get the health care, be- 
cause the immigrants are often in very bad levels of health. You're 
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^solutely right, it s a serious problem. Somehow or another, 
through their national health system, they have been able to 
manage it. 

Mr HoLLUWAY. Next I would just like to say that we know 
there 8 a correlation between the infant mortality rate of single- 
parent famihes, and wo know from the latest national health 
survey of fanuly growth that more teenagers are more sexually 
active than in 1982, and that children are becoming sexually active 
at younfc'er ages. 

In view of this, Fd ask Dr. Miller, what is the probability today 
of a 14-year-old girl wbo is sexually active becoming pregnant 
before she finisnes high sohool, and then what is the possibility of 
her becoming pr^a7.c before she finishes collie? 

Dr. MnxER. I don't have those data in front of me. I know that 
they are readily available. I do know that the likelihood is much 
greater in this country than in any of those that you have heard 
from, because in those countries teenagers are efficient contracep- 
tors in distinction to this coimtry where they are not. 

Mr. HoLLOWAY. I guess I would say that education can solve this 
problem and not the government. I think that we have a problem 
that we have to address and I hope that we can address it in ways 
that, through television and other means, will convince these 
young people that the way they are going is not the way to go. 

You say on page 3 that you indicate that excessive U.S. deaths 
among children are concentrated in two age groups, 1 to 4 and 15 to 
19. Between 1970 and 1986, these death rates for children ages 1 to 4 
declined by 38 percent to 52 per 100,000. To help us put this exces- 
sive rate mto perspective, can you tell us the rates.for these ages in 
other countries? 

Dr. Mio^. That information is readily available. I don't have it 
m front of me, but I can cite you the figure that in the one to four 
age group, our rate is about 1.3 to 2 times as high as it is in the 
Western European coimtries you have heard from. 

Mr. UOLLOWAY. I'll close by saying it seems clear that most of 
the poor health outcf>mes can be traced back to single-parent fami- 
hes. Unmarried mothers are more than three times as likely as 
married mothers to obtain late or no prenatal care. 

Can the Federal Government reafly reverse this trend toward 
out-of-wedlock births and increases in the divorce rate, which are 
the root of many of these problems? 

Dr. Miller. I think it would be instructive to hear how some of 
tiie other Federal Governments, Netherlands and Norway have ad- 
dressed that question, because they liave done it with great effect. 

Mr. HoLLOWAY. Can any of the other panelists respond to this 
question? 

Dr. Vererugge. Are you talking about the adolescent pregnan- 
cy? 

Mr. HoLLOWAY. Well, is the Federal Government really the 
answer to this? 

Dr. Verbrugge. I don't know if the government can do so, but in 
our country we have a very low rate of abortion and pregnancies in 
young girls. You know there is a big study from the Gutmann In- 
stitute and what it says is that the starting period of sexual activi- 
ty between boys and girls are quit^ the same. 
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What can be the difference that the girls become pregnant in 
your country and become not pregnant in our country? I tWnk 
there is more 

Mr. Chiles. I missed that, did you say the starting rates of sexuaJ 
activity? 

Dr. Verbrugge. The starting age. 
Mr. Chiles. The starting age of 

Dr. Verbrugge. Of sexual activity between boys and girls in the 
different countries are nearly the same. 
Mr. Chiles. Nearly the same? 

Dr. Verbrugge. Nearly the same. So there's not a shift of later 
in Holland and earlier in America. What I think is that there's 
more knowledge aboiit the hazards that can be in sexvvl activity. 
What can be the source of that? My personal opinicr. is that in our 
country we are talking more with children about scx, sexual educa- 
tion and the hazards of sex. 

It's more open discussion than what I hear here in your country. 
I don't Imow your country so well that I can say how to change it, 
but I think it is necessary to have very early, from the age two, 
three and four, on their levels, to talk about sexual differences be- 
tween beys and girls and what it means later on and when there is 
this second child coming at the age of 4 you can talk and discuss 
about it, mother, father and the chile' 

I think these things are not going oa here in your country. When 
a girl is 10, 11, 12 years old, when menarche is— they have to inten- 
sify that discussion. 

The availability of contraceptives is quite not a problem. The 
access tc ^' ^ family doctor is the problem for the girl, maybe for 
the boys ti^ere is freedom to buy condoms, bi \rs not the first 
choice. The first choice of contraceptives in our country for girls is 
the pill. 

The pill you can get with your family doctor, and when you don't 
like to go to your family doctor who ?s known by the family. When 
your mother and father don't like it that you have sex, then you 
can go to the Rutgerstichting (nush), what we call, it's a network of 
consultation bureaus where special tariffs are and where they can 
get some education on using it, not using it and the dangers. 

Mr. Hollowav. Well is the sexual activity at these ages accepta- 
ble? Is there anji:hing 

Dr. Verbrugge. You can discuss about it, it's not forbidden. It's 
better to talk about it than to hide it. That's my personal opinion. 

Mr. Chiles. Is there any parental consent requiied to go to these 
facilities to get birth control? 

Dr. Verbrugge. Yes. A quarter of the population who don't like 
to go to their own family doctor goes to the Rutgerstichting (nush). 
Oh, no, they have not. It's not necessary. 

Mr. Hollowav. So they don't have to have parental consent? 

Dr. Verbrugge. No. No. No. 

Dr. Pless. Mr. Chairman, may I add just an observation to this? I 
don't disagree with your quoting Arden Miller's paper, I'm in fun- 
damental agreement with it. But my otiiei hat is that of an epide- 
miologist. I have looked at the relationship between teenage preg- 
nancy and health outcomes. 
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For a long whUe it was thought the answer was as simple as 
you ve just described it, Mr. Holloway, but Fm convinced from the 
date that it s not merely the fact that teenagers are having more 
and more children or that those children are at high risk simply 
because their parents are teenagers. 

To my mind there are two other factors that are probably far 
more important than just the biological age of the parent One is 
the underlying X factor, the factor that is held in common between 
the poor child health outcomes and the fact that these girls are be- 
commg pregnant at an early age. By and large ^.hat's poverty 
again. f j 

So we're back to that phenomenon. The question is not what can 
we do to 1 duce those pregnancies, but what can we do to insure 
that once tnose pregnancies occur the infants of these mothers are 
cared for properly. 

I think that's 'here I come back to, and many of us represented 
here would arff a the same, that under the systems of health care 
that we have in our countries, those children would be well cared 
for and, hence, the mortality rates would be far different for those 
children than they would be in the United States 

Mr. Holloway. One final question. Dr. Miller, and that is in re- 
gards ti 'our statement, and Til try not to misquote, if I do you 
can let me know. 

You lef* u» to believe that we do not have the commercial day 
care in tL country that we should, but you also stated that in 
many of the informal type child care centers there was severe 
abuse. I was led to believe that and I think statistics snow that 
there is more abuse in commercial child care centers than there 
are m situations where grandparents, family members, or relatives 
are caring for children. 

In your statement, you led us to believe that commercial child 
care IS better. I question that and I personally feel that in care by 
religious providers parents, relatives, and grandparents, the figures 
snow that there is less abuse there than there is in commercial 
child care centers. 

Dr. Miller. The thrust of my intent was to indicate that licensed 
child care is a more satisfactory ai^d safer place than the make- 
shift arrangements that many pa ants ar obliged to provide for 
their children. 

Mr. Holloway. I would disagree with you there. 

Chairman Miller. Yield to the chairman for a second. Just a 
point of claritication, I think in your testimony when you were 
talking about accidents and death to young children you talked 
about care givers falling ajleep, drinking, not being attentive. I 
assume there you're talking about all care givers, not in an orga- 
nized setting or in a formal day care arrangement for pay? 

Dr. Miller. Thank you for that clarification. That's true. 

Chairman Miller, is that right? 

Dr. Miller. Yes. 

Chairman Miller. So you're talking about a parent not being at- 
tentive, a sibling or 

Dr. Miller. A neighbor, a housekeeper. 

Chairman Miller. Does that also include formalized child care 
arrangements? 
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Dr. Miller. I know of no circumstances that I described that 
were in hcensed day care arrangements. 

Mr. HoLLOWAY. I have no further questions, Mr. Chairman. 

Chairman Miller. On this question of the health outcomes of 
teen pregnancies, let me just ask you, and if you can verify it, fine 
If not, we'll have to have the staff go to work on this because I see 
there s some concern here. 

Krst of all teenage pregnancies are a rather small percentage of 
pr^ancies that contribute to infant mortality; is that not correct? 

Dr Miller. That is true. Furthermore, I think the newest data 
would show that we probaoly have mismterpreted and exaggerated 
the importance of the marital state for teenage pregnancies. There 
IS evidence to suggest, particularly among black females who 
become pregnant, that their babies' birth weights and survival 
J*?tes are better if the mothers are unmarried than if they are mar- 
ried. The ^/resumption is that if pr^ant teenagers stay home with 
their own. families, they are better off than if they leave home and 
marry an unemployed teenager. 

Chairman Miller. Let me also ask you when we look at pregnan- 
cy outcomes, isn't the greater determinant whether or not you had 
access to health care early rather than your marital status or even 
your age or almost anything else? As I remember the statistics 
when wfe were looking at them, if you had good hejdth care, you 
had a pretty good chance of a good outcone of that pregnancy. 

Dr. Miller. That is true, but the term, good health care, needs 
som^ i«ifinition. It doesn't mean brief visits in and out of an ofTic^^ 
for a .rine check and blood pressure, it means comprehensive care 
that pro^ddes counseling, education, enrollment in WIC programs 
and all of the supports and services that we associate with compre- 
hensive care. 

Under those circumstances early prenatal care does make a dif- 
ference. The truth is that in the absence of that kind of compre- 
hensive care, prenatal visits are not a strong determinant of preg^ 
nancy outcome. 

Chairman Miller. It's interesting that Mr. Holloway would draw 
the conclusion that government can't solve this problem after hear- 
ing from witnesses that a number of governments have apparently 
solved this problem. Perhaps it's more revolutionary than I think, 
because maybe we could then change the government if this gov- 
ernment can't solve the problem. It's an interesting notion. 

Let me ask you. Dr. Verbrugge, the setting that you describe 
hwe, you are not talking about everybody going to a physician's 
office, as I understand. Again, in the other countries you're talking 
about locally organized clinics and schools; is that correct? You're 
sort of going where the people are? 

Dr. VERBRUGGE. Only a very small pari, of the girls. Most go to 
their own family doctor. 

Chairman Miller. They do go to their dct^tor, in fact? 

Dr. Verbrugge. Yes, maybe together with the mother. When she 
doesn t Jil.e, when there is some quarrel about it at home, then she 
can go to the Rutgerctichting (nush). 

Chainnan Miller. You're talking in terms of birth control? 

Dr. Verbrugge. Yes. 
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Chairman Miller. Fm talking now just in the general population 
for your children for preventative tjare. You're going where, to a 
physician's office? Are you going to community clinics? 
r ^m)!^^^^' ^ Society of Public Health Clinics 

for MCH. There's our consultation bureaus, as we call them, where 
the district nurse has already visited the parents just after birth, 
as I said she got a message that there's a child bom from the birth 
registry and then she goes there at day seven to take some blood 
frona the child for PKU and CHT (congenital hypothyreoidism), the 
neonatal screening for inborn errors. 
/ There she makes an appointment, they ask will you visit our bu- 

reaus, our Consultation Bureaus, our MCH or do you not, and in 
most the answer is yes. Then she can make an appointment in the 
; next week, in the next 14 days or something like that. 
^ When she finds a child at risk or a mother at risk in that situa- 

> ^ tion in the time between, she can come back for a home visit, but 
^ that's not necessary in most cases, it's only seldom. Then, from 
time to time, they make an appointment and at the third month 
the injection, the first DTP-Polio iiyection is given during this con- 
' sultation. So not in private practice, but in the public health 
system. 

So the combination between the public health MCH care and the 
f public health immunization program, I think that*s one of the good 
I items in our MCH care. That's why I have our high coverage rate. 
^ You missed some costs of the private immunization in pediatric or 
in GP practices. 

; Dr. Lie. I would just like to emphasize that in my country the 

situation is rather like in the Netherlands. To come back to your 
first question to the president of the Academy, I think that it 
; should be stressed that this service is the responsibility of the 
public administration. It's not the re^^ponsibility of the individual. 
l It's up to the local government to provide these services and to see 
i that it is available for all. 

To Mr. HoUoway's comment about the immigration population, I 
would just like to say that, of course, it is also the responsibility of 
the local government to provide equal services for those who come 
to the country. In Oslo that is not a small group, it's 10 percent of 
the newborns are now belonging to another culture. 
Chairman Miller. Yes? 

Dr. Pless. I don't wish to enter into a debate with my colleagues 
but I think it's terribly important that the Committee understand 
that although those systems that are unusual and essentially 
public health oriented-based systems in the Netherlands and 
Norway are very impressive, I would argue that the fundamental 
difference that accounts for the rates that we are embarrassed by 
in the United States, as opposed to those which we're proud of in 
our countries, is not some fundamental reorganizational point 
within the system. 

The common factor is health insurance. The reason I say that is 
because our rates are comparable to theirs but our system is 
almost entirely similar to yours in terms of the delivery of ante- 
natal care. Most of it is done in private offices by physicians who 
are reimbursed by the state, if you will. 



ERIC 



95 



92 

Our public health sector is not as powerful as it used to be. I 
regret that, and I would prefer that it be dihorent and I envy what 
they have. My point is that the essential ingredient that accounts 
for most of the variance is the method of payment and the fact 
that people have no deterrent from seeking care, whether that care 
be in the public health sector or in private offices. 

Chairman Miller. Dr. Ha.^ey. 

Dr. Harvey. I think in general that Dr. Pless is right, but I think 
we have other barriers besides just the financial barrier to access 
to care, immunizations being another one. Some areas just don't 
have available private facilities. There are geographic barriers, 
there are cultural barriers, and there are a number of other bar- 
riers to access to care. 

We must take care of that financial one because that's the cor- 
nerstone, really. Then, after that, we still have to make sure that 
there are facilities available, that mothers are educated to get their 
children's immunizations, that transportation : made available, 
and that facilities to take care of their other children are available. 
So we need to address the financial, but we can't foiiget the other 
barriers. 

Chairman Miller. Ms. Goodwin, let me asl you a question. Pro- 
fessor Manciaux talked about follow-up there. To what extent do 
you— what are you able to tell us about follow-up from the home 
visits when trouble is diagnosed with the child? Are you able to 
look at the levels at which a parent will then go ahead and get 

Ms. Goodwin. I can't tell you what the levels are, but it would be 
very unusual indeed for a problem to have been uncovered during 
the course of home visiting or the family's attendance at a child 
health clinic. It would be hfehly unusual for that not to be followed 
up. 

I meai, everyone is followed up. if the people don't come for ap- 
pointments, the health visitor goes home and reminds them, ar- 
ranges transport and all the other things. It would be highly un- 
usual for anything uncovered within the system not to be pursued 
vmtil the conclusion of treatment of investigation. 

Chairman Miller. Let me ask you, maybe you have anecdotal 
evidence, but would that be the case of the visitor having to find it 
on one visit, she comes back and it's still not taken care of so she 
dogs the person a little bit to get it done? I assume the best about 
maternal instincts here and you want your child to be healthy, so 
you would go to the doctor if somebody said your child is ill. 

I was just wondering because we have some cases, even where we 
have a halfway decent screening program, we never knew what 
happens after that. 

Ms. Goodwin. It's my experience that it's usually not on the 
family's side that there are obstacles to prevent follow-up and reso- 
lution. It's usually that there are intervening obstacles such as lack 
of transport, inadequate alternative arrangements for the care of 
other children. 

The family may not have enough money to put money aside to 
take the bus to come to the clinic to have the baby's hearing tested 
again. On the other side, any obstacles are quite often the responsi- 
bility of the service in that we hold clinics during working hours, 
and tend not to have things in the evenings and weekends. 
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We are very gopd at ensuring that where there are, for ex- 
ample sigmficant ethnic minority populations, that we have faciU- 
ties that are user friendly for those populatibno. We have very few 
health visrtois, for example, who are black in areas where there 
axe very high levek of black people. There are half a dozen, one or 
.twoblack health visitors^ for example, in such areas. 

So we haye problems of makiiig bur services more accessible to 
people, and we have practical obetaiclei presented by sociel and en- 
ractors. It's my experience that very, very few fami- 
hes mdeed, dehbeiBtely neglect not foUowing up health problems 
that have beeri uccovered. 

i^facticpiiieoRenWs the families themselves that have uncov- 
ered the problem before anyone made them come to a check up 
cimic. They know, quite often, and they have trouble convincing 
Mmetun« that there is something wrong, becauise we think we're 
the ^wrts, whereas, of course, they are the people who, given the 
opportumty and support are the expert caretakers of their chil- 
dren. 

We often fail to respect them for that, particuhu-ly when they^re 
very young and single. My experience, once again, along with 
others is very few very young mothers are not good mothers. They 
hav-- problems, usuaUy from poverty, but they are no less motivat- 
ed to love and care for their children than are much older men and 
women. 

Chaurman Millek. Mr. Chiles. 

Mr. teltES. Thank you, Mr. Chairman. We see in our country a 
toemendous disparity between the rates of infant mortaUty, and I 
tlunk other health problems as well, between our minority popula- 
taons and our white population as such. You have both in England. 
Canada and m Prance a minority population to an extent, do you 
have tiiat disparity of rates the same? 

Goodwin, Yes, we do. A very great disparity in some re- 
sj^eds. For sample, our Bangladeshi babies and mothers have a 
liigher rate of congenital abnormality, have much, much worse per- 
inatal mortahty rates than the others. We're not really quite sure 
whatrs going on there, except that some of the other immigrant 
groups don t demonstrate the same increase morbidity and mor- 
tahty: 

Once again, I thmk the consensud suggests that it's a function of 
wxaoeconomic difference rather than racial or ethnic, because the 
Bangladeshi groups in our country are reaUy right at the bottom of 
tne heap m terms of mcome. 

Mr. Chiles. They're at the bottom. How about in France? 

Mr. Manctaux. About the same. For example, the gradient be- 
tween the infimt mortality rate of French people as an average and 
the ethnic minorities is 1.7, and it is exactly the same between the 
weU-to-do French families and the poorest ones. It's not an ethnic 
problem— again, if s a problem of hving conditions, which are the 
aamfi for ethmc minorities and for poor French people. 

Mr. Cmixs. So in your traditional French family the rate is 
about the same between the rich and the poor, but it's not the 
same between your ethnic, is that what you're saying or not? 

Mr. Manciaux. No. I wanted to say that between French fami- 
lies of the upper social class and French families of the lower social 



class, the difference in infSant mortality rate is 1.?, and you find ex- 
actly the same difference between the average infant mortality 
rate of the French population and the average mortality rate of the 
ethnic minority. 

Mr. Cmus. I see. So it is the rich-poor? 

Mr. MANCiAUX.'The social belonging, so to speak. 

Mr. Cmis. In Can|da? 

Dr. PuBSS. There's no question, firom. having looked at the data 
acnes wa^^ social class gradients are present every- 

where..! think the important point .to ^be learned is twofold: one is 
that the gradients diminish over time. I can speak best about 
Canada b^use we have, in effect, this natural experiment where, 
as. recently as 20 yeaji ago, we introduced health insurance. So we 
have rates from before and after. 

We see that the discrepancies between upper and lower social 
class families have diminished over that period of time. It's a soft- 
ening effect that the insurance system has. 

S^nd, I would agree entirely with what I think both of my col- 
leagues are saying, that it is. far more the social class difference, 
r^urdless pf racial group, tliat accounts for the phenomenon that 
we're looting at, rather than anything that is unique to a particu- 
lar immigrant or racial subgroup. 

Mr. CmiBS. That's true in the Netherlands? 
. ^ Dr. Verbrxjgge. We have about a five percent immigrant popula- 
tion, most of them are Turldsh, Moroccan and Surinam people but 
the latter are talking Dutch so thaf s less a problem. The Turkish 
and Moroccan people have very high birth rates, three times the 
Dutch birth rate. When they come into our country there are dif- 
ferences in the mortality and differences in caretalung, differences 
in immunization rates. 

What we've seen is that after one or two. years, a period of, .let's 
say, acclimatization the differences are decreasing. When a man is 
speaking Dutch and one or two years later the woman is speaking 
Dutch, then the differences slow down. 

Dr. Lie. I can just support what other people have said, that 
after a while the differences which could be there in the b^inning 
are fading out. I think one interesting^fact which you have seen 
also in Norway, which is so homogeneous and where it's said that 
very few have too much and very few have too little, it is a definite 
trend towards a higher infant mortaii^ rate in the poor or the less 
educated white mothers in Norway. 

So we find that when the numbers are big enough it is quite 
clear that there is a trend also in my country that if you are poor 
then your outcome is worse. 

Chairman Muxer. Could we just have a 

Mr. Wagner. Can I make a quick comment? 

Chairman MnixR. Get that man a seat at the table. [Laughter.] 

Mr. Wagner. A few minutes ago Barry Pless said that he felt 
that the single most important factor common to all these coun- 
tries is they nave national health instirance. I would say there are 
two factors that are equally important, and he's named^ne. 

The other factor has to do with what we're tcdlcing about now, 
and the fact that you can go to any country in the world and you 
see that the infant mortality is Mgher when you have poverty. 
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Both minority members of your Committee made a very important 
P^H^^ ^^^y talking, for example, about single mothers 

and families. 

' ^ They are absolutely right that what happens in the family on a 
day to toy basis is very, very important in the health of that baby. 
The second factor that all of these coimtries have ia common is a 
commitment to help families, all families. 

So, for example, the United States is the only industrialized 
country in the world that doesn't have paid maternity leave. Every 
one of these countries has a child allotment, I'm talking cash, not 
coupons, given to faihilies with babies to help them with their chil- 
dren. . . 

If it is a single parent family, that allotment is doubled: So the 
pomt is that the second very, very basic thing that all these other 
countries are doing, is they are providing for the families. 

ehairmcm AfajLER, Dr. Miller, let me ask you if you might com- 
ment on Senator Chiles's question, because I think it's important. I 
tWnk it also suggests how we look at the sjBtem when we think 
about redesigning it or changing it. If you have a strong-held belief 
that somehow Ixad health care is intrinsic to the black commimity 
or to the Haitian community or to the Hispanic community, I 
would suggest then it's pretty hard to figure out how to design a 
i^ystem. 

If, in fact, these statistics jump out at us, as I think I've seen on 
this Ck)mmittee, based oh economics more than anything else, then 
that system can be redesigned. If this is something that we be- 
lieve— I don't know, I spent a lot of time in Central America and 
wealthy Salyadorans have really healthy kids and real healthy 
families, and real poor Salvadorans have real unhealthy poor kids 
and unhealthy families. 

I don't know whether your study would help us hers, because it's 
kind of fundamental to your notion about what can be done or not 
be done. 

Dr. Miller. I don't know that our study enlightens this issue 
very much, but I have examined with care data from a number of 
other studies about the difference in pr^anpy outcomes for mi- 
noriti^. If one corrects for every known contributor, alcohol con- 
sumption, cigarette smoking, education, socioeconomic level, most 
of that difference disappears. There is a small residual gap that we 
don't understand and can't quite explain, but it accounts for such a 
small i>ortion that it's of fascination to our statisticians and 
shouldn't be of much concern to our policymakers. 

I think the best prospects for improving outcomes in populations 
who liave niultiple risks of low education, low socioeconomic level 
and high risk behavior, appear to be organized communiW pro- 
grams that are designed specifically to addbress these issues. Experi- 
ence in North Carolina, South Carolina and Eastern Kentucky 
now, is that such high-risk individuals attending community-based 
comprehensive cafe programs do much better than those who are 
enrolled for care in private physician's offices. Tliat does not mean 
that physicians in their offices fail to give excellent medical care. It 
means that patients there don't have access to WIC, home visiting, 
transjport and the full array of services that these people n^. I 
agree with the statement that was made earlier that the prevailing 
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system of care in tiiis country for pr^ant women and for others 
i8> and I susfi^ will continue to be, care in physician's offices. I 
think that for geographic, cultural and other reasons alternatives 
simply have to be made available for high risk populations. Those 
alternatives in many parts of the country are vastly improved 
pubUc 'healUi servid^ systems and community clinics. 

Mr. Chiles. Dr. Miller, I just wanted to ask you, we were talking 
about— you were talking about pr^nant teenagers and the kind of 
care that they're getting. 

J)a hot the figures also pretty strongly show that where they are 
getting medic^ services across the board, in other words counsel* 
mg and everything that goes with that, that there is a great de- 
cr)ease in the repeat and frequency of the space between the pr^- 
nancies? 

Br. MnxEiL Yes, I think that is true. I think it is also true that 
althou^ there are 1,000 good reasons why teenagers would be well 
advised to delay their childbearing, they are very efficient at it. We 
probably have exaggerated the contribution that teenagers make to 
cur statistics on poor pr^nanc^ outcomes. The data t^t I see sug- 
gest, agmn coireddng for all other factors, , that poor outcomes may 
pertain to those under 16 years of age< But for tiiose over 16 years 
of age, again correctii^ for all available circumstances, the out- 
comes are just as good as for older women. Again, that doesn't 
mean that teenagers aren't well advised for social, economic, and 
educational reasons to delay their childbearing. It does mean if 
given adequate services and supports, they don^ have to have un- 
healthy bd)ies. 

Mr. Cini£3. 1 know the/re very effective at it, my concern is if 
we can reduce a lot of figures in my state would show that if there 
is a pn^nan<y at 14 or 15, there will be three children by the time 
that motha: reaches 18. If we can reduce those pr^nancies to half, 
we start getting on top of our problem very quickly, we make it 
where we can deal with it. 

Dr. MuLER. I understand the issue that you are posing, and I 
quite agree it is possible to intervene and reduce repeat pr^nan- 
cies. 

Chairman MnxER. We are, by federal statute, going to set an age 
at which you can engage in sexual activity, but that will be debat- 
ed in another panel. [Laughter.] 

It's interesting to note because I think we have exaggerated 
much about teenage pregnancy. In our family history some of the 
MilleiB age 16 and 14 started out firom St Louis and walked to San 
Francisco, and their father came with them because he didn't 
think they were too young to be married, he just thought they were 
too young to walk across the countnr with the Indians. I'm sure 
that we thought they were good moral people. 

I'm just concerned to the extent that we have— one of the inter- 
esting things brought out in this panel is that from the ons^t of 
this Conunittee, and certainly before, over the last decade this Con- 
gress has been in turmoil over teenage pregnancy, sexual activity, 
sex education, and that whole gamut of issuesf Yet what r/e're 
learning from these comparisons is with relatively the same age of 
onset, and J guess the same rate of activity by young people, the 
outcomes don t have to be as they are in the United States, either 
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with a high abortion rate or with a high unhealthy birth rate 
among those infants and those women. 

So nmybe we have provided some took here to ppUcyma^^ 
rail about this subject, who can, if they would like to, do something 
Spfid^ ^ ^ different situation, but I think that's very 

Let me ask you. Dr. Harvey, weVe been talking about the out- 
CQme8,^the statistical differences in various cat^ories with respect 

children and the successes and failures. Underlying all of this is 
really the < cost of these systems in comparable cost per child per 
capita, percentage of GNP. Is there any way to look at the real pre- 
mium we seem to be paying for this sort of s^egated health care 
system that we have? 

We put people into cat^ories and we seem to try to provide a 
^ystem of health care for the extended unemployed, for the poor, 
tor the elderly, for people with medical insurance, and for people 
that dont have it Now we're going to mandate to employers that 
they have to provide benefits for certain levels. We keep s^rwat- 
mg this into finer and finer qratems, aU of which have different cri- 
tenon and transactional costs and outcomes and benefits It starts 
to look hke we're moving in almost the opposite dkection of what's 
been suggested, that we can get some economic benefits and better 
health care. 

I'm ^osv of the belief that this notion of mandating employers 
now, which I ve supported over the years, is ahnost the absence of 
a thoughtftil plan. We're just gomg to make this somebody else's 
problem because we either don^t want to do it or don't know what 
to do. So in the meantime, that will hold off 40 million uninsured 
people m this country, who are coming to get us. 

Dr. Harvey. Thank you for giving me the opportunity to com- 
ment smce the Academy has been developing a proposal to provide 
access to care for all children and all pr^nant women in this coun- 
try. We do know that with an employer-based program, for small 
eimloyers the cost of overhead of insurance is terribly high. 

We do know that when it's for large groups, such as Chrysler or 
IBM, the overhead for insurance is considerably less. Therefore, we 
are developmg a plan to provide insurance coverage for all chil- 
dren; the employers would either pick up a package of comprehen- 
sive benefits for children or pay an employer-based payroll tax 

The employer-based payroll tax of 3.17 percent provides a very 
comprehensive package for all children 

Chairman MiLler* All children, ages? 

Dr. Harvey. Through age 21 axid all pr^^nant women fi-ou. cne 
onset of their pregnancy for care that may not even be related di- 
rectly to the pregnancy iteelf In other words, a woman who has 
diabetes needs care for diabetes. A woman who has sinusitis needs 
care for it because it can have an indirect impact on the pregnan- 
cy. 

Tl:e administrative overhead for insurance in large plans where 
many children would come under the employer payroll tax rather 
than a direct benefit from the employer is less than 10 percent; it's 
about eight or nine percent. That is a way of cost saving. 
*o^o? 1"^ you're all well aware, certainly Senator Chiles is of the 
$3.34 that the lOM showed as cost savings from prenatal care. We 
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know that immunizations have saved many dollars. One dollar 
spent on immunization sav^ $10 in care, no less the tragedy of 
those children who are permanently damaged or who die. 

So there is cost saving in preventive care. There is cost saving in 
large scale insurance. We do need to address all the health needs of 
all the children. It's in our national interest. 

You and I are going to be dependent upon wage earners for our 
social security. So not only is it morally right, it's in our self-inter- 
est. 

Chairman MnxER. At the rate we're stealing the social security 
funds, it won't make any difference. [Laughter.] 
Dr. Har\^. Fll let you address that. 

Chairman MnxEB. That's another issue, too. Thank you very 
much for your testimony. I think this has been very, very helpful. 

I tuink that sometimes it's all too easy for politicians to jump at 
comparisons between our coimtry and other countries. But I think 
in this instance when we look behind these figures now, as we've 
started to- this morning, we also see that dearly there are some 
models that we can be considering in terms of changing some of 
those statistical comparisons and the health outcomes of our chil- 
dren. 

So I really appreciate you taking your time to give us your exper- 
tise. The record will remain open for a period of two weeks. If 
there is something that you would like to submit to the record 
based upon the interchange that you heard today, I would certainly 
appreciate you doing that, because that would be helpful to the 
committee. Mr. Wagner, that also goes for you, you would have tte 
same opportimily. 

Thank you very much, the Committee stands adjourned. Again, 
my thanks to Senator Chiles for helping to arrange this hearing 
and the conference. 

[Whereupon, at 11:45 a.m., the committee was acb'oumed.] 

[Material submitted for inclusion in the record follows:] 




99 

^ Pkeparbd Statmbnt op Mabsokn Wagnsr, Rsgional Oppicer, Maternal and 
Chod Health, World Health Organization, Copenhagen, Denmark 

Crosn-llatioamX coopariaona of Child B«ftltlii Th« U.S. DiXMOMt 

ll«rs4«B Wagawr 

The aiain reason why the U*S* is so far behind the other highly 
industrialized countries in infant mortality and other measures of 
child health is not because of marXed differences in child health 
service^, but because of differcmces in the portion of children in 
the population living in poverty, and the kind of care and support 
given to^'^faiiilies and their children. European countries (lo have\ 
nore coaprehensiVe-^fhild health services with much better access 
and we can learn from their experience, but we must bear in mind 
that the contribution of these health services to child health is 
marginal. There can be no doubt that the single most important 
factor in the lower levels of child health in the U.S. is poverty. 
There is a higher percentage of children in the living in 

poverty than in the othar highly industrialized countries. An 
article in Scienc in 1988 ^Poor children in Rich Countries** showed 
this and also showed that child poverty rates in the U.S. increased 
from 16% in 1979 to 20t in 1987. 

That living in poverty adversely affects child health has been 
known at least since 1662 when John Graunt pixblished **The Bills of. 
Mortality. ** Since that time, massive research data has accumulated 
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shoving the fundamental role poverty plays In levels of child 
health. We don't need more research on this. Living^ in unstable, 
f ragmentedr highly stressed families in bad housing, going hungry, 
gun fights in the streets, schools with poor education, which are 
so dangerous the children are afraid to go to school: this is what 
leads to poor child health, not missing a well child visit. 

If you look carefully at the specific child health issues to 
be discussed at this conference, you will find poverty involved in 
every case. Immunization levels are associated with poverty. Post 
neonatal mortality rates are well known to be a sensitive indicator 
of socioeconomic status. Unintentional injuries in young children 
are associated with poor housing, no day care for working single 
mothers and other signs of poverty. An important factor in hearing 
impairment is low birthweight which is associated with poverty. 
Unwanted adolescent pregnancy in the U.S. is associated with 
poverty. So while we struggle to improve the health services for 
these specific problems, and the overall child health services they 
represent, we will meet with little improvement in child health if 
we don't do something simultaneously about the poverty and its 
social consequences which underlie it all. 

So how do we attack child poverty and its consequent poor 
child health? Let's get real. There is no quick fix. A piece of 
health service for poor kids here, another piece there, won't do 
it. A long range plan is needed. And here we can learn from other 
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countries^ Ther« ar« important fundaaental differences in the way 
other countries combat child poverty— differences in the way they 
care for children. My own experience, first as a child health 
specialist in the U.S. for 15 years and then as a child health 
specialist in Europe fcr 15 years, has forced me into changing 
several paradigms in order to understand child care programs in 
other countries. 

The first paradigm which must be challenged is: us versus 
them, the havAs and have nots. in the U.S., means tests are 
performed, target groups identified and then services thrown at 
them. In other industrialized countries, generally, the services 
and benefits for families are for all families— what is good for 
a poor child is good for all children. Instead of distributing 
special ^ programs to the poor, the focus is on redistributing 
resources among all the people. 

The next paradigm in need of shifting is the notion that child 
health is dependent on child health services, in every country in 
the world, including the most highly industrialized, the 
contribution of health services to the overall level of child 
health is marginal. Much liore important, for example, is the 
quality of car,i provided in the home, the physical environment, 
parenting, etc. This is why it is so important to examine the 
support which other countries give to families with children. 

A third paradigm in need of a shift is the notion that health 
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car* can bm treated separately, as if it existed in a vacuum* 
There is a wide spectnw of care for children including care in 
fanilies, welfare services, such as paid parental leaves after 
childbirth and child allotments, day care, schools, and, yes, 
health care; they nust all work closely together and support each 
other rather than competing for resources. Other countries have 
shown that a coordinated package of care for children can improve 
their standard of living, which, will lead directly to improved 
child health. Then well organized child health services can 
further improve child health at the margi.^s. 

Let me illustrate briefly these fundamentally different 
approaches to child care in other countries. Every industrialized 
country in the world, except the U.S., has universally guaranteed 
paid parental leave after childbirth. Almost every industrialized 
country has a child allotment scheme — money, not coupons, to all 
families with children. In most European countries such financial 
benefits are not tied to means tests— every family gets it. In 
European countries quality education is in place for all children, 
free of charge, right through university and post-graduate levels. 
I hope these programs can be discussed at the conference because 
they are the mcst important factors in child health. 



For those of us who work in child health, we have two 
responsibilities. First we must clean up our own act. In the case 
of the U.S., this must mean universal child health st»rvices. The 
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iinm for piecea«al, categorical approach., is over, our second and 
equally important responsibility is to document to the public and 
its representatives the health consequences to children living in 
poverty and then to advocate forcefully for the fundamental changes 
necessary to reduce childhood poverty. I hope this conference will 
docunent how other countries improve child health through a broad 
package of programs to prevent or reduce childhood poverty and then 
come forward with a social policy and political agenda to start 
building such a broad package of programs in the U.S.— the most 
important step to improving child health. 



♦smeeding T, Torrey b. "Poor children in Rich Countries". 
Science. 1938. 242:873-877. 
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